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activity 


...Jfrom an appetite-building, 
blood-building iron tonic ! 


Biz activity of at least 12 micrograms of vitamin Bj2 per oz. 
as determined by microbiological assay. 


Hematinic quantities of iron (ferrous gluconate). 


B complex vitamins—well in excess of known 
minimum daily requirements. 


And it’s pleasant tasting! 


CINCINNATI U.S.A. 
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NORMALIZING TREATMENT FOR VAGINITIS 


The clinical success of Floraquin in the 1 It serves as an effective trich ide and combats existent 


control of vaginal infections is based  P™ organisms 


on its twofold action: 2 It stimulates restoration of a “normal vagina” by— 
.rep!enishing normal mucosal ce!l glycogen 
. . Stimulating restoration of normal epithelium 

. restoring the normal vaginal pH favorable to the regrowth 


of normal protective flora. 


Floraquin combines the potent trichomoracide and 
fungicide, Diodoquin-Searle (diiodohydroxyquino- 
line), with lactose, dextrose and boric acid. 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 


*Passmore, G. G.: Treatment of Discharges from the Vagina in 
Private Practice, North Carolina M. J. 11:487 (Sept.) 1950. 
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TWOFOLD RELIEF 


OF NASAL CONGESTION 
in Colds and Allergic Rhinitis 


NEO-SYNEPHRINE 


THENFADIL 


Combines the prompt, prolonged nasal decongestant, Neo- 
Synephrine hydrochloride, and Thenfadil, a potent and 
well tolerated antihistaminic. 


Tests by otorhinolaryngologists on patients with colds, 
allergic rhinitis, vasomotor rhinitis and sinusitis yielded 
excellent results in nearly all cases. There was prompt, 
prolonged decongestion without compensatory vasodilata- 
tion. Repeated doses were consistently effective. Relief was 
rapid with negligible discomfort, no drowsiness or other 
side effects. 


Dose: 2 or 3 drops up to '/2 dropperful three or four times 
daily. Solution contains 0.25% Neo-Synephrine HCl and 
0.1% Thenfadil HCl [N,N-dimethyl-N’-(3-theny])-N’-(2- 
pyridyl) ethylenediamine HCl] in an isotonic buffered 
aqueous vehicle. 


Supplied in bottles of 30cc. (1 fl. oz.) with dropper. 


New Yorx 18, N.Y. Winpsor, Onr. 


Neo-Synephrine and Thenfadil, trademarks reg. U.S. and Canado 
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ARTICLES 


Treatment of Hand Injuries 
Morris J. Dirstine, M.D. 


Procedures for emergency care of hand injuries; treat- 
ment of skin wounds with deep injury; repair of tendons 
and nerves; and postoperative care. 


The Overweight Child . 
William A. Reilly, M.D. 


The treatment of obesity in children including the use 
of drugs, psychotherapy, and exercise, with a listing of 


q e and quantitati e diets. 


Problems of an Aging Population 


Richard A. Kern, M.D. 


A review of the problems of an aging population, with 
a discussion of their basic economic needs, hospitaliza- 
tion, political problems, mental deterioration and treat- 
ment, and diseases. 


Contents 


Diagnosis and Treatment of 


M. A. Blankenhorn, M.D. 


Classification and histopathology of “spotted fevers’ in- 
cluding the virus exanthemata, rickettsial infections, sub- 
2 acute bacterial endocarditis, pyogenic septicemias, to- 


gether with diagnosis of drug eruption. 


Therapeutic Uses of Isotopes 


John H. Lawrence, M.D. 


A study of the therapeutic uses of the artificially-induced 
radioactive isotopes, including P-32, Hydrogen-3, Carbon- 
14, and lodine-131. 


GP is published monthly by the American 
Academy of General Practice. Materials for 
publication should be addressed to the Edi- 


- torial and Business Offices: Broadway at Practical Therapeutics—Uses of ACI H 
Thirty-fourth St., Kansas City 2, Missouri. Pub- 
and Cortisone. . . . . . 72 
Street, Kansas City 8, Missouri. Advertising 
Office: 4 Wilsey Square, Ridgewood, New Ralph E. Dolkart, M.D. 


Jersey. © One dollar a copy. By subscription: 
$5.00 a year to members of the American 
Acodeny of Generel Prectice, $10.00 « yoor the three main categories of metabolic activities of the 
to others in U.S.A. and Canada. $12.00 in adrenal cortical steroids; contraindications to the use of 
foreign countries. Entered as second-class mat- 
ter at the post office at Kansas City 8, Missouri 
© Printed in U.S.A. Copyright, 1951, by 
the American Academy of General Practice : ; (Continued on page 5) 


A discussion of the uses of ACTH and Cortisone, and 


these drugs; differences between them; indication for 
treatment; controi es; and d 
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_ READY SEPT. 1951 — NEW 5th EDITION | 


APPROVED LABORATORY TECHNIC 


(Formerly KOLMER & BOERNER’S) 
BY 


JOHN A. KOLMER, M.D., F.A.C.P., Temple Univ., Sch. of Medicine 
EARLE H. SPAULDING, Ph.D., Temple Univ., Sch. of Medicine 
HOWARD W. ROBINSON, Ph.D., Temple Univ., Sch. of Medicine ‘ 


with the collaboration of 


ROBERT H. HAMILTON, JR., M.D. 


MARGUERITE LUKENS, A.B. 


THEODORE G. ANDERSON, Ph.D. 


HENRY L. BOCKUS, M.D. ALEXANDER G. KELLER, Ph.G. ELSA R. LYNCH, M.T. 
HERMAN BROWN, B.Sc. MORTON KLEIN, M.S., Ph.D. CAROLA E. RICHTER, M.T. 
WILLIAM N. CAMPBELL, M.D. FRANK W. KONZELMANN, M.D. LOUIS A. SOLOFF, M.D. 
ISRAEL DAVIDSOHN, M.D. ANTHONY J. LAMBERTI, M.S. LOUIS TUFT, M.D. 


EDWIN S. GAULT, M.D. JOAN H. LONG, M.D. CHRIS J. D. ZARAFONETIS, M.D. 


This new edition (rewritten and wholly revised) gives detailed direc- 
tions for performing the laboratory tests and examinations of practical 
importance in clinical pathology, bacteriology, parasitology, histology, 
serology, biochemistry, mycology and virology. It is a completely 
reliable guide for physicians with their own laboratory facilities and 
for clinical pathologists, clinical laboratories, hospitals and laboratory 
technicians. A great amount of entirely new material has been added. 


Some of the new Material 


@ A method for determining blood and plasma volume. 
@ The rapid system (Wolman, Evans & Lasker) for routine urine analysis. 


@ The Papanicolaou cytodiagnosis of cancer. 
@ The V.D.R.L. method for quantitative estimation of spinal fluid protein. 
@ The Rana pipiens urine hormone test for pregnancy. 
@ Isenberg’s method for staining spermatozoa. 
@ Alving & Miller’s insulin clearance and thymol turbidity tests for liver function. 


@ Methods for testing susceptibility of bacteria to various antibiotic compounds 
and for assaying the body fluids for them. 


@ Laboratory diagnosis of toxoplasmosis tests for Rh agglutinins, blocking anti- 
body and types of Rh factor. 


@ Rein-Bossak slide flocculation and the V.D.R.L. micro- and macroflocculation 
tests for syphilis. 


@ Flame photometry and skin tests for histoplasmosis and drug allergies. 


@ An Isenberg method for the sigmoidoscopic collection of material for examina- 
tions of amebae. 


378 illustrations (28 in color). Sept. 1951. $12.00 


1200 pages. 


APPLETON-CENTURY-CROFTS, Inc. 


35 West 32nd Street, New York 1, N. Y. 
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DEPARTMENTS 


Secretary's Newsletter . opposite page 


This Month’s Authors 
Yours Truly 


Editorials 


Cancer of the Breast... Politics and Old People... 
Professional Standards ...Epilepsy Equivalents in Chil- 
dren... Extracurricular Values... “Hypothyroidism” ... 
A New Day for the General Practitioner 


Tips from Other Journals 


Diabetes in Pregnancy... Diaphragmatic Hernia With- 
out S,;mptoms...A New Malaria Cure... insensitivity to 
Pain...Hunger and Hypothalamic Lesions... Abdominal 
Pain... Operation for Hypertension...Sudden Death 
...Cancer of the Tongue... Atresias of the Gastroin- 
testinal Tract... Snoring ... Hysterectomy Today... Joint 
Changes in Psoriasis... Potassium Deficiency . . . Ectopic 
Pregnancy ... Causes of Abortion... Injuries of the Ankle 
... Alcoholism and Antabuse...Is Leukemia Tr i 
sible? ...Pernicious Anemia...Hypo- and Hyperpara- 
thyroidism ... Liver Disease and Diet... Schizophrenia in 
Children ... Multiple Sclerosis...Trauma to the Kidney 
... Normal Temperature 


Information Please 


Cerebral Thrombosis and Loss of Weight...Causes of 
Blackouts ... Psychopathics and Heredity ... Numbness in 
Older People... Air Travel After a Coronary Thrombosis 
+, p! Pp. g from Al Us, H 

... Treatment for Agranulocytosis ...Lefthandedness and 
Stuttering ... Liver Extract for Secondary Anemia... 
Stimulating Growth...Marriage of First Cousins... 
Head Pain on Coughing... Conception and the Meno- 
pause... Psychosurgery in Mild Hypomania.. . Orthosta- 
tic Albuminuria... Anticoagulants and Coronary Occlu- 
sion...Hand Stiffness at Morning... Intestinal Gas 
Formation ... Estrogens for Metastatic Nodules 


r 


Business and Economics 


A Community Built Hospital for Family Physicians, by 
L. D. Archer, M.D.... Permanent Groups Continue Child- 
Youth Plans... Present Status of Voluntary Medical Care 
Insurance, by Charles E. Nyberg... Civilian Medical 
Care for Army Personnel... Trends and Events in the 
Nation’s Capital ... Why Choose Investment Trust Shares? 
by John Y. Beaty 


After Hours 
If Achilles Bursa, Will Urobilin?, by A. R. Marsicano, 


The Practitioner's Bookshelf 


The Doctor...The Neuroses... Electroencephalography 
in Clinical Practice... Your Weight and Your Life... 
Brain and Behavior... Food Allergy...The Law of 
Medicine ... The 1949 Year Book of Obstetrics and Gyne- 
cology ... Viruses, 1950 


Academy Reports and News 


Report of Chairman of Board of Directors...A Message 
from the President: Leadership... Family General Prac- 
tice Clinic... A New Approach to Postgraduate Educa- 
tion, by A. |. Doktorsky, M.D.... Committee on Arrange- 
ments Chosen for 1952 Assembly ...A Hospital Diagnos- 
tic Clinic Conducted by General Practitioners, by J. N. 
Fidelholtz, M.D....News from the State Chapters... 
1952 Assembly Time Will Be Travel Time... 1951 Com- 
mittees 
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THERAPY 


MARCELLE® FOUNDATION LOTION 
FOR OILY SKIN IN 3 SKIN-BLENDING 
SHADES 


Combines cosmetic appeal with clin- 
ical efficacy. 


Astringent-Protective-Hypo-Allergenic 
Entirely free from oils, fats or waxes. 
MARCELLE provides a superior vehi- 
cle for the treatment of acne, without 
sacrificing esthetic appeal. Masks 
unsightly lesions and helps banish 
“complexion consciousness.” 


On your prescriptions you can specify 
resorcinol and sulfur, with Marcelle 
Foundation Lotion for Oily Skin as the 
stable, grease-free base. 2 oz. bottles 
in light, medium and dark skin-tints. 


MARCELLE COSMETICS, INC. 
1741 N. Western Ave. 
Chicago 47, Ill. 


Write for 
professional samples 


HYPO ALLERGENIC 


COSMETICS 


SAFE COSMETICS 
FOR SENSITIVE AND ALLERGIC SKiNS 
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As if there were no 
germ of disease 


Iitness interferes with best growth. You 
want infants in your care to have every 
possible protection against disease in 
order to help maintain sure steady 
growth and development. 


That’s why so many physicians every- 
where recommend Pet|Evaporated 
Milk for infant formula.'Sterilized 

in its sealed container, }erma- 
nently protected from jany 

source of contamination. 

Pet Milk is completely 

safe, as if there were no 

germ of disease in the world. 


You are assured, too, that safe 
Pet Milk retains all the food 
values the best milk can be 
depended upon to supply... 
and that these food values 
are uniform wherever and 
whenever this good milk 

is purchased. 


And it’s thrifty! Pet Milk, 
the original evaporated 
milk, costs less than 

any other form of 
milk... far less than 
special infant feed- 

ing preparations! 


Try Pet Milk for the 

babies in your care! Let this 

safe, low-cost milk help you in 

your continuous fight against disease! 


Favored Form 
of Milk for 


Infant Formula 
APR ATED. 


‘ 
INCREASED 10. 400 


PET MILK COMPANY, 1485-H Arcade Building, St. Louis 1, Missouri 
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Managing Publisher 


F. Cahal 


Publication Committee 


Arthur N. Jay, M.D., Chairman 
3233 North Meridian, Indianapolis, Indiana 


Stanley R. Truman, 
1904 Franklin Street 


M.D. 


, Oakland, California 


Herbert L. Hartley, M.D. 
727 Stimson Building, Seattle, Washington 


U. R. Bryner, M.D. 


508 East South Temple, Salt Lake City, Utah 
Anthony Ralph Marsicano, M.D. 


1384 Grandview Ave 


nue, Columbus, Ohio 


Editorial Staff 


EDITOR 


ASSOCIATE EDITOR 


EDITORIAL ASSISTANT 


Walter C. Alvarez, M.D. 


Hugh H. Hussey, M.D. 


Clare Sennott 


Production Editor 
John Robson 


Advertising Manager 


Joseph Bourgholtzer 


Circulation Supervisor 


Loretta Hartung 


Materials for publication should be addressed 


to the Editorial and 


Business Offices of GP: 


Broadway at 34th St., Kansas City 2, Missouri. 


Office of the Editor: 
700 North Michigan 
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Walter C. Alvarez, M.D., 
Ave., Chicago 11 Illinovs. 


MEMO FROM 


THE MANAGING PUBLISHER 


Tue name of Dr. Hugh H. (for Hudson 
peared in the masthead on this page last month. This is 
our first opportunity, however, to introduce him to our 
readers. We do so with pride and pleasure. 


Hussey ap- 


For some time the Publi- 
cation Committee has felt 
that an associate was 
needed to share some of 
the increasing burdens of 
the medical editor, Dr. 
Walter Alvarez. A number 
of potential candidates were 
considered and at a meeting 
in Chicago last May the 
position of associate editor 
was offered to Dr. Hussey. 
He began his duties June 1. 

Dr. Hussey brings to GP 
an imposing record of ex 


Associate Editor Hussey 


perience in clinical medi- 
cine, teaching, writing, and editing. Born forty years ago 
in Washington, D. C., he received his M.D. from George 
town University School of Medicine in 1934. After an 
internship at the University Hospital in Washington he 
completed a residency in medicine at the same institution. 

On completion of his training Dr. Hussey immediately 
began devoting his major interests to teaching and writ- 
ing. At present he is Associate Professor of Medicine on 
the Georgetown faculty. For some years he has served 
as an associate editor of the Medical Annals of the Dis- 
trict of Columbia. 

In addition to many papers published in the current 
literature, Dr. Hussey is author of the section on “Sup 
portive and Symptomatic Therapy,” in Dr. Wallace M. 
Yater’s book, Fundamentals of Internal Medicine, now 
in its third edition. 

Our new associate editor's interests in medicine are 
more than academic, however. He is a delegate from the 
District of Columbia Medical Society to the House of 
Delegates of the A.M.A. 

Dr. Hussey carries on a consultation practice in Wash- 
ington and is a member of the staff of Gallinger Hospital 
and the University Hospital. In addition he is Senior 
Consultant in Vascular Diseases at the Mt. Alto Veterans 
Hospital. 

The new member of GP’s staff is married and has an 
eight-vear-old son. It is safe to assume that the son has 
helped to determine his father’s hobby, model railroading. 


—M.F.C. 
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Highly effective in an unusually wide range 


of common skin disorders 


Flare-up of a chronic dermatophytosis of After 19 days’ treatment with Pragmatar 
10 years’ standing 


In fungous infections: 


Pragmatar often brings dramatic improvement in the common fungous infections— 
dermatophytosis (‘‘athlete’s foot”), tinea cruris, tinea corporis, tinea versicolor, tinea 
capitis, etc. 


Why is Pragmatar so useful in these and in so many other skin conditions? 


Pragmatar incorporates—in a superior oil-in-water emulsion base—carefully balanced 
proportions of three of the drugs which are fundamental in dermatology. Pragmatar 
is non-gummy and non-staining; easy to apply and easy to remove. 


PRAGMATAR 


the outstanding tar-sulfur-salicylic acid ointment 


Smith, Kline & French Laboratories * Philadelphia 


‘Pragmatar’ T.M. Reg. U.S. Pat. Off. 
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Secretaty’s Newsletter 


Academy 
Committee Selections aes and News : this issue. A few standing committees and 


commissions were ‘appointed by the Board of Directors at its 
annual meeting last March. Others were delayed until sug- 
gestions for committee members could be obtained from state 
chapter officers. The response from state officers was ex- 
cellent and the Executive Committee had a large number of 
candidates to consider in selecting new committees for 
1951-52. Suggested appointments were submitted to the entire 
Board of Directors by mail for final approval. 


Appointments to standing commissions are for three-year 
terms, with two-thirds of the members holding over from prior 


years. Other standing and special committees are appointed 
for one-year terms. The Board has agreed, however, that the 
Finance Committee, the Building Committee, and the Publication 
Committee should be regarded as permanent committees with 
only minor changes from year to year. 


Hodges Chairman of voni erence 

Officers’ Conference sembly next March, the Board appointed Francis | T. Hodg Hodges 
Chairman. Dr. Hodges is secretary-treasurer of the California 
chapter. S. A. Garlan, president-elect of the New York chapter, 
was named secretary of the conference. The State Officers' 
Conference will be held in Atlantic City on Saturday, March 22, 
preceding the Assembly which opens on Monday, March 24. 


rere at its meeting on June 9 the Executive Committee ap- 
ed A. F. Trewhella, secretary of the New Jersey chapter, 

ry ee e as Chairman of the General Committee on Arrangements 

i the 1952 Scientific Assembly. The president of the Dela- 


are chapter, Harold A. Tarrant, was named Vice-Chairman. 


Other members of the General Committee on Arrangements were 
selected from the o officers of the f. five State chapters close to 
Atlantic City. - In addition to the host state of New Jersey, 
Delaware, New York, Pennsylvania, Maryland, and the District 
of Columbia are represented. The appointments were made fol- 
lowing a luncheon meeting in Atlantic City on June 10. In ad- 
dition to the state officers mentioned, the meeting was at- 
tended by the Executive Committee and the Committee on 
Scientific Assembly. 


Group Insurance Plan » Nearly a thousand members have already responded to the 

Draws Large Response group sickness and accident insurance plan first announced 
here in the June issue. The Professional Men's Insurance 
Agency, agents and administrators of the Continental Casualty 
Company plan, announces that the series of letters they are 
sending to all members is bringing an encouraging number of 
applications. They feel that the quota necessary to put the 
plan in effect will be reached within a few months. 
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Plan Endorsed as 
Service to Members 


Assembly Program 
Outline Completed 


m It should be understood that the Academy has no official 
connection with the insurance company except 1 to : announce and 
sponsor the plan | for its members. After careful deliberation 
the Finance Committee, with the approval of the Board of Direc- 
tors, endorsed the plan submitted by Continental only because 
they felt it would provide a valuable service and thus stimu- 
late membership in the Academy. Though announcements to the 
members are being sent out on Academy stationery, the letters 
are written by the insurance company. No part of the cost of 
promoting the plan is being borne by the Academy. 


if 50 ee cent of the total membership applies for the group 

policy by the end of the year, the broad coverage provided by 
the plan will become available without examination for all 
members under age 65 at rates considerably lower than those 
charged for comparable individual policies. A special brochure 
containing full information about the plan and the underwrit- 
ing company has been furnished to the secretaries of all state 
chapters by the Professional Men's Insurance Company of Saint 
Louis, agents for Continental. 


In many respects the Academy plan appears superior to other 
such group insurance 6 plans. However, it is up to the individ-— 
ual member to choose between this and any other group plan 
which may be available to him. Several county medical societies 
and some state medical associations sponsor similar plans, 
some of them with Continental, for their members. In such 
localities Academy members may wish to increase their dis- 
ability coverage by purchasing both policies. Otherwise they 
should choose the one they think best for their needs. 


& The Committee on Scientific Assembly has completed prelim- 
inary plans for the program of the 1952 Assembly. Ina two-day 


session during the A.M.A. meeting the committee outlined the 
curriculum that will feature next year's intensive post- 
graduate course. 


Critique sheets filled out by registrants at last year's 
Assembly proved of material al value to Dr. Lindner’ s committee 
in setting up 
these criticisms and suggestions the committee first decided 
upon major themes for the 1952 session. Once these basic pat- 
terns were agreed upon, individual lecture subjects for the 
various areas of interest were laid out and fitted into the 
teaching schedule. The committee is now corresponding with 
the leading teachers of the country on these respective sub- 
jects to obtain their "faculty." Preliminary announcement of 
the program will be made next month. 


Respectfully yours, 


ae 


OINTMENT 
« «+ @ sound medication for control of simple diaper 
rash . . . TALOIN Ointment's tallow base water- 
proofs the skin against irritating ammonia . . . 
and its medicaments neutralize the alkaline 
urine, tend to soothe the irritated skin. 


. Physicians are recommending it. 


THE WARREN-TEED PRODUCTS COMPANY * COLUMBUS 8 * OHIO 
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Effective against many bacterial and 


rickettsial infections, as well as certain 


protozoal and large viral diseases. 


AUREOMYCIN 


Hydrochloride Crystalline 


The General Practitioner 


is the clinician most likely to be called at the first sign of conta- 
gious disease. He cares for the majority of such cases and initiates 
the treatment of many obscure or refractory diseases. Increasingly, the 
family physician is turning to aureomycin as a preferred drug for the 
treatment of many infectious diseases. The broad range of effective- 
ness of aureomycin, coupled with a lack of any significant tendency 
to evoke bacterial resistance and a low incidence of undesirable side- 


reactions, render aureomycin indispensable to the busy practitioner. 


Packages 
Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


30 Rockefeller Plaza, New York 20, N.Y. 
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Editorial Advisory Board 


Allergy: Harry L. Rogers, M.D., Philadelphia, Pa.; George 
L. Waldbott, M.D., Detroit, Mich. 


- Anesthesielogy: John Adriani, M.D., New Orleans, La.; 
Robert A. Hingson, M.D., Baltimore, Md.; Stevens J. 
Martin, M.D., Hartford, Conn.; Charles F. McCuskey, 
M.D., Los Angeles, Calif. 


Aviation Medicine: L. H. Bauer, M.D., Hempstead, L. I., 
N. Y.; Howard K. Edwards, M.D., Miami, Fla. 


Cardiac and Vascular Surgery: Alfred Blalock, M.D., 
Baltimore, Md.; Robert E. Gross, M.D., Boston, Mass.; 
Gerald H. Pratt, M.D., New York, N. Y. 


Cardiology: George E. Burch, M.D., New Orleans, La.; 
C. E. de la Chapelle, M.D., New York, N. Y.; William 
H. Gordon, M.D., Lubbock, Tex.; William J. Kerr. 
M.D., San Francisco, Calif.; Louis B. Laplace, M.D.., 
Philadelphia, Pa.; Wallace M. Yater, M.D., Washing- 
ton, D. C. 


Chemotherapy, Antibiotics and Infectious Diseases: Paul 
B. Beeson, M.D., Atlanta, Ga.; John W. Brown, M.D., 
Madison, Wis.; Harry F. Dowling, M.D., Chicago, III; 
Harry A. Feldman, M.D., Syracuse, N. Y.; Maxwell 
Finland, M.D., Boston, Mass.; Perrin H. Long, M.D., 
Brooklyn, N. Y.; Karl F. Meyer, M.D., San Francisco, 
Calif.; Theodore E. Woodward, M.D., Baltimore, Md. 


. Colon and Rectal Diseases: Harry E. Bacon, M.D., Phil- 
adelphia, Pa.; Robert Turell, M.D., New York. 


Deficiency Diseases: Tom D. Spies, M.D., Birmingham, 
Ala. 


Dermatology and Syphilology: Leon Goldman, M.D., 
Cincinnati, Ohio; Paul A. O'Leary, M.D., Rochester, 
Minn.; Donald M. Pillsbury, M.D., Philadelphia, Pa.; 
Richard L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., New 
York, N. Y.; Andrew L. Banyai, M.D., Milwaukee, 
Wis.; Alvan L. Barach, M.D., New York, N. Y.; J. 
Arthur Myers, M.D., Minneapolis, Minn.; Maurice S. 
Segal, M.D., Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. E. 
Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, Jr.. 
M.D., New York, N. Y.; Willard O. Thompson, M.D., 
Chicago, IIl. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: T. Grier Miller, M.D., Philadelphia. 
Pa.; Martin E. Rehfuss, M.D., Philadelphia, Pa. 


GP © August, 1951 


General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, 
Mo.; Harold Jeghers, M.D., Washington, D. C.; William 
D. Paul, M.D., Iowa City, Iowa; Allison H. Price, 
M.D., Philadelphia, Pa.; Edward Weiss, M.D., Phil- 
adelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, 
M.D., Saint Louis, Mo.; L. Kraeer Ferguson, M.D., 
Philadelphia, Pa.; Willis D. Gatch, M.D., Indianapolis, 
Ind.; Harris B. Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, 
Ohio; Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Atlantic City, 
N. J.; Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake 
City, Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; 
George T. Pack, M.D., New York, N. Y.; Dr. Edith H. 
Quimby, New York, N. Y.; I. Snapper, M.D., New 
York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; R. Glenn Spurling, M.D., Louisville, 
Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, IIl.; 
Thaddeus L. Montgomery, M.D., Philadelphia, Pa.; 
Emil Novak, M.D., Baltimore, Md.; Ernest W. Page, 
M.D., San Francisco, Calif.; Richard W. Te Linde, 
M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, IIl.; 
V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, 
Ill.; Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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(A brand of Rutin, Phenobarbital and Mannitol Hexanitrate, P.-M. Co.) 
Rutol combines the valuable prophylactic effect of rutin 
against capillary fragility and possible cerebral accident, 
with the sustained well-tolerated vasodilative action of man- 
nitol hexanitrate and the central sedation of phenobarbital. 


WELL TOLERATED - EASY TO TAKE 


Each Rutol Tablet contains: 
eae . 10 mg. (1/6 gr. approx.) 
Phenobarbital. . . . . . . 8mg. (1/8 gr.) 
Mannitol Hexanitrate. . . . . . . . . . 16mg. (1/4 gr.) 

Bottles of 100, 500 and 1000 tablets. 


1. Griffith, J. Q., Jr. and Associates: Proc. Soc. Exper. 
Biol. & Med. 55:228-229 (March) 1944, 


2. Shanno, R. L.: Amer. J. M. Sc., 211:539-543 (May) 1946, 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald L. 
Hoyne, M.D., Chicago, Ill.; Irvine McQuarrie, M.D., 
Minneapolis, Minn.; James L. Wilson, M.D., Ann 
Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, 
M.D., Indianapolis, Ind.; Charles E. Dutchess, M.D., 
New York, N. Y. 


Physical Medicine and Rehabilitation: Frank H. Krusen, 
M.D., Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cincin- 
nati, Ohio; Harry Gold, M.D., New York, N. Y.; John 
C. Krantz, Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. 
Beelman, M.D., Topeka, Kan.; John E. Gordon, M.D., 
Boston, Mass.; Edward G. McGavran, M.D., Chapel 
Hill, N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; 

D. E. Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., 
Philadelphia, Pa.; Charles D. Aring, M.D., Cincinnati, 
Ohio; William C. Menninger, M.D., Topeka, Kan.; 
Herbert S. Ripley, M.D., Seattle, Wash.; Edward A. 
Strecker, M.D., Philadelphia, Pa.; Harold Wolff, M.D., 
New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; 
Ross Golden, M.D., New York, N. Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.D., 
Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson 
Brown, M.D., Washington, D. C.; W. Paul Holbrook, 
M.D., Tucson, Ariz.; John H. Talbott, M.D., Buffalo, 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New 
Orleans, La.; William A. Sodeman, M.D., New Orleans, 
La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., 
Cleveland, Ohio.; Hobart A. Reimann, M.D., Philadel- 
phia, Pa. 


New York Medical College. 


abdominal hernias—and the rare hernias. 


“This book is well written, easily read and 
adequately iilustrated. It can be recommended as 
a reference for students, practitioners and spe- 
cialists.”—Journal of the American Medical As- 
sociation 


. . . fepresents a ready source of much in- 
information valuable especially to students and 
younger surgeons. The various types of hernias 
are lucidly described as to etiology, management 
and prognosis. The section dealing with compli- 
cations and dangers * inguinal and femoral 
hernias is excellent . Ree is a good con- 
tribution to the field a to the practicing sur- 
geon’s library.’—American Fournal of the Medi- 
cal Sciences 


SYNOPSIS HERNIA 


By ALFRED H. IASON, 


Attending Surgeon, Adelphi he Director of Surgery, Brooklyn Hospital = - —_ Instructor in Anatomy, 


This book reviews concisely the anatomy of the hernial regions and discusses the important features of external 


510 pages 98 illustrations 


GRUNE and STRATTON, Inc. 
381 Fourth Avenue, New York 16, N.Y. 


well handled and for an epitome it has been 
made much more readable than is often achieved 
in such a volume.”—Surgery, Gynecology and 
Obstetrics 


“This book, in a concise and clear manner, 
gives an informative presentation on the subject 
of hernia . . . covers the subject briefly and is 
in an easily readable form . . . highly recom- 
mended.”"—Review of Gastroenterology 


index $6.50 


la 


[Dr. Iason's] purpose was to present (with 
comprehensive brevity) the essential principles 
in the diagnosis and management of hernia. In 
this he has succeeded. The material has been 
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PHENERGAN is Potent. A single bedtime 
dose of two 12.5 mg. tablets controls symp- 
toms in most cases. PHENERGAN often 
gives relief when other antihistaminics fail.’ 


The only important side effect, drowsiness 
(1 out of 5 cases), is a distinct advantage in 
the bedtime dosage regimen. The antihis- 
taminic action persists long after the sopo- 
rific effect has worn off. 


1. Shulman, M.R.: Ann. Allergy, 7:506, 1949. 


SUPPLIED: Scored tablets of 12.5 mg., bottles of 100. 


HYDROCHLORIDE 


N-(2'-dimethylamino-2'-methy!) ethy! phenothiazine hydrochloride 


Wijeth Incorporated Philadelphia 2, Pa. 
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Chis Month’s Authors 


M. A. Blankenhorn, M.D., 


a native of Ohio, is Director of the Department of Internal Medicine, Cincinnati General 
Hospital, an appointment he has held since 1935. He is also a Professor of Medicine at 
the University of Cincinnati, and was formerly Professor of Clinical Medicine at the 
Western Reserve University School of Medicine, Cleveland, from which he received 
his medical degree in 1914. Dr. Blankenhorn served an internship and a residency at 
Lakeside Hospital, Cleveland, Ohio. 


Morris J. Dirstine, M.D., 


is Associate in Surgery at the University of Washington School of Medicine, and a lec- 
turer in Surgery of the Hand at the University’s School of Nursing. He is a member of 
the active staff of the Swedish and The Doctors hospitals, and attending surgeon, Section 
on Surgery of the Hand, King County and Veterans hospitals, Seattle. A graduate of 
Northwestern University Medical School, he served residencies in Surgery and in Pathol- 
ogy at the Passavant Memorial Hospital, Chicago. 


Richard A. Kern, M.D., 
Professor of Medicine and Head of the Department at Temple University School of Medi- 
cine, is also Chief of Medical Service, Temple University Hospital. From 1934 until 1946, 
he was Professor of Clinical Medicine at the University of Pennsylvania, School of Medi- 
cine. Dr. Kern, who served with the Medical Corps of the Navy in World War I and I), 
is editor of the American Journal of Medical Sciences, and has contributed numerous 
articles to the medical literature. 


John H. Lawrence, M.D., 
a graduate of Harvard Medical School, is Director of the Donner Laboratory of Medical 
Physics and Chairman of the Division of Medical Physics at the University of California 
School of Medicine, San Francisco. He served residencies at the Strong Memorial Hos- 
pital, Rochester, New York, and the New Haven Hospital, New Haven, Connecticut. Dr. 
Lawrence’s chief fields of research are in the study of normal and abnormal growth 
processes and metabolism, and biologic effects of irradiation. 


William A. Reilly, M.D., 


Professor and Head of the Pediatric Department, University of Arkansas School of Medi- 
cine, was formerly Associate Clinical Professor of Pediatrics, University of California 
School of Medicine at San Francisco. Dr. Reilly served a general internship at the San 
Francisco Hospital and pediatric internships at the Massachusetts General Hospital, Boston, 
and Bellevue Hospital, New York. From 1942 until 1946, he served with the U. S. 
Army Medical Corps. 
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OMNI-VITA* Spherettes 


for supplemental and prophylactic use 


For many years, much time and effort has been given to the development of an effective 
multivitamin preparation which would not frighten or repel the patient by its size, dis- 
agreeable taste or odor, and unpleasant appearance. The stability of OMNI-VITA* 
Spherettes is assured by layering of the vitamin components. Younger patients and 
finicky adults, particularly, were likely to object strenuously to the average multivitamin 
preparation—oils, liquids, tablets, or capsules. 


Warner is proud, therefore, to present OMNI-VITA* Spherettes. A delicious, chew- 
able Spherette containing generous amounts of the vitamins—an excellent and extremely 
convenient means for supplying either supplemental or prophylactic doses of the vitamins 
most frequently low in the modern diet or involved in subclinical deficiencies. 


OMNI-VITA* Spherettes have a full and balanced complement of vitamins. Each 
Spherette contains: 


Vitamin A, Synthetic . . . 5,000 U.S.P. Units Vitamin B, (Riboflavin) . . . . 2.0 mgs. 
Vitamin D (Activated Ergosterol) 1,000 U.S. P. Units Vitamin B, (Pyridoxine Hydrochloride) 0.5 mg. 
Vitamin C (Ascorbic Acid) . . . . 50.0 mgs. Vitamin B,., Crystalline . . . . 1.0 mcg. 
Vitamin B, (Thiamine Hydrochloride) . 1.0 mg. Panthenol (equiv. to 1.15 mgs. 

d-Calcium Pantothenate) . . . 1.0 mg. 


The supplemental or prophylactic use of OMNI-VITA* Spherettes ensures the 
the patient’s cooperation—children and adults alike. 


WILLIAM R. WARNER Division of Warner-Hudnut, Inc. 


New York Los Angeles 
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(brand of phthalylsulfacetimide) 


eliminate 
intestinal 


organisms 


SIMPLY 
AND 
SAFELY 


Unique among nonabsorbable sulfonamides, 
THALAMYD is actually absorbed into the bowel wall in high 


concentration but only slightly absorbed into the blood stream. 


Simple, safe therapy whenever the intestinal tract 
must be sterilized, THALAMYD has a broad field 

of usefulness: prophylactically when preparing the gut 
for surgery; for bacillary dysentery and other 

acute enteritis; and to control secondary invaders in 


ulcerative colitis. 


CORPORATION + BLOOMFIELD, NEW JERSEY 
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double the power 
to resist food 


OBESITY 


“For every person who 
worries himself thin there 
are three who eat their 
way to obesity.” These in- 
dividuals present a prob- 
lem to the physician: since 
their chief pleasure is food. ‘A 
OBOCELL exerts a double action in keeping the obese patient on a diet 
l-o-n-g-e-r. Obocell (1) suppresses bulk hunger; (2) curbs the appetite. Further- 
more, Obocell elevates the mood and supplies non-nutritive bulk residue lacking om 
in obesity diets. Thus, patients on Obocell therapy naturally eat less, do not } 

violate their diet, lose weight and are satisfied and happy. 
Each Obocell tablet contains Dextro-Amphetamine Phosphate, 5 mg.; Methyl- 
cellulose, 150 fig. Dose: Three to six tablets daily, usually given 30 minutes 
QS before meals. Supplied: In bottles of 

} 100, 500, 1000. 

1. Bram, I.: Arch. Ped. 67: 543-552, 1950. 
IRWIN, NEISLER & COMPANY 
Dept. GP ‘DECATUR, ILLINOIS 
Literature and Samples on Request. 


COMBINED 
HUNGER AND 
APPETITE DEPRESSANT 
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Yours Truly... 


Garland to Bickel to Garland 


Dear Sir: 

The interesting article on “Pathologic or Spontaneous 
Fractures” appearing in your May, 1951, issue deserves 
comment. As far as the diagnostic part of this article is 
concerned, it is my privilege heartily to concur with the 
authors. However, when it comes to treatment of some 
types of pathologic bone conditions, I fear that some of 
the authors’ statements are like Figure 7A in the article, 
slightly topsy-turvy. 

For example, on page 45 appears the statement (in con- 
nection with giant-cell tumors of bone) that “Roentgen 
therapy may help in recurrences.” The fact of the matter 
is that roentgen therapy is the primary treatment of choice 
in a majority of cases of benign, giant-cell tumor and is 
followed by permanent healing, as has been demonstrated 
by many orthopedists and radiologists. 

On page 46 appears the statement (in connection with 
the care of pathologic fractures of long bones due to meta- 
static malignant lesions) that “Roentgen therapy may help 
temporarily, but the main problem is the comfort of the 
patient.” The reason for the roentgen therapy is, of course, 
the comfort of the patient. A few patients may be helped 
for periods of several years by properly-given roentgen 
therapy, notably for metastatic carcinoma of the breast. As 
the authors correctly point out, this is by far the most com- 
mon source of metastatic malignant bone disease. We re- 
cently had the privilege of reviewing the comparative 
effects of roentgen therapy and steroid hormone therapy 
in a large group of cases of mammary cancer metastatic to 
bone, and demonstrated the beneficial effect of properly- 
given roentgen therapy in this condition (J.A.M.A., 144, 
997, 1950). 

The two instruments illustrated by the author for aiding 
in histologic diagnosis of bone lesions (the Valls vertebral 
biopsy needle, and the Bickel-Barber trocar set) stimulate 
our interest. We wonder if the authors would be good 
enough to furnish supplementary information on the per- 
centage of usefulness and percentage of serious complica- 
tions arising from the use of these two devices. 

L. H. M.D. 


San Francisco, California 


Dr. Garland’s letter was submitted to the author of the 
article, who has kindly written the following reply.—Ep. 
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LETTERS FROM 


OUR READERS 


Dear Sir: 


I was interested to read Dr. Garland’s letter, and this 
information you can use as you desire. 

His suggestion that roentgen therapy is the primary 
treatment of choice in the majority of cases of benign, 
giant-cell tumors and is followed by a permanent heal- 
ing, I feel, is a rather dogmatic statement and leaves no 
alternatives for anyone. We, and many other orthopedists, 
and I might add some radiologists, feel that a giant-cell 
tumor is accessible, and, especially when it is in a portion 
of the bone which takes structural integrity for weight- 
bearing or use, operative removal of the giant-cell tumor 
and bone grafting is the procedure of choice. This, of 
course, can be backed up by many cases from our records. 

The interest shown in the trocar biopsy set is appre- 
ciated, as we have found it useful in diagnostic proced- 
ures. The Valls vertebral biopsy needle has been com- 
pletely described and reported in an article by Dr. Valls 
in the American Medical Journal. I do not have the ref- 
erence at hand, but I believe it was in 1947. The biopsy 
set which was devised by Dr. Howard Polley and myself 
is to be reported in the Mayo Proceedings shortly, and I 
shall be glad to forward a reprint of this on to Dr. Gar- 
land when it appears. Thus far, in biopsying tumors with 
this trocar set, if it can be reached by the needle, speci- 
mens can be obtained in practically 100 per cent of the 
cases, and though it sounds dogmatic, we have had no 
complications with either the Valls needle or this trocar 
biopsy set. 

W. H. Bicker, M.D. 
Mayo Clinic 
Rochester, Minnesota 


We Wuz There, Too 
Dear Sir: 


I note in the recent issue of GP a testimonial to Mr. 
Lee Kirkland for the fine tour which he conducted to 
our recent Scientific Assembly in San Francisco. This 
testimonial was signed by the entire group on the train 
except for the Virginia delegation. Of course, the reason 
for this is that the idea was gotten up after the Virginia 
delegation car was dropped off at the Grand Canyon. 
Inasmuch as I wrote you a number of weeks ago prais- 
ing the service which Mr. Kirkland gave us and the man- 
ner in which he conducted his tour, I would like to re- 

(Continued on page 21) 
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MILWaAuKeE “| LY year leaders from some of the nation’s outstanding 


INDIANAPOLIS 3) medical schools, have been selected for a special course in 


PIONEER group of 70 medical students, 3rd and 4th 


So ‘a antibiotics covering recent research and clinical develop- 

ALTIMORE 
ments. These young men and women are qualified to serve 


San Dieco 
Los ANGELES AREA physicians in 36 major cities during their summer vacation 


BEVERLY HILLS 2 and will make available reprints, abstracts, bibliographic 
GLENDALE 
research and other data as requested by members of the 
f PASADENA 

SANTA MONICA 

LONG BEACH 


profession. 


At the same time they have the invaluable opportunity of 


SEATTLE 
Tacoma acquainting themselves with current clinical practices of 
SPOKANE leading general practitioners, specialists, teaching institu- 
PortLanp 
z tions and other professional groups. 
San Francisco Area 
meres a This new Pfizer activity will supplement other Pfizer serv- 
BERKELEY | he A sbioti Newsl d 
SaChAMantc ices such as the Antibiotics Newsletter, now being prepare 
SAN JOSE ; and distributed semi-monthly by the Medical Service 
SAN MATEO Department. : 
FRESNO : 


ANTIBIOTIC DIVISION CHAS. PFIZER & INC., Brooklyn 6, New York 
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(Continued from page 19) 


quest that you make another notation in a subsequent 
issue acknowledging the letter of our Virginia group. 
You will find listed below the names of each of the 
members of our party all of whom got to know Mr. 
Kirkland personally and hope that he will conduct a sim- 
ilar tour next year to Atlantic City: Dr. and Mrs. B. 
Randolph Allen, Dr. and Mrs. W. Linwood Bell, Dr. 
and Mrs. O. Kyle Burnette, Dr. and Mrs. W. Fitzgerald 
Cavedo, Dr. and Mrs. John W. Davis, Jr., Dr. and Mrs. 
A Edward E. Haddock, Dr. and Mrs. B. A. Hopkins, Dr. 
and Mrs. Carl W. Meador, Dr. and Mrs. W. R. Morton. 


Epwarp E. Happock, M.D. 
a Secretary 

Virginia Academy 

of General Practice 


See preliminary announcement in this issue of post- 
convention tour to Bermuda, and announcement in Sep- 
tember issue of special trains to Atlantic City.—Ep. 


Residency Available 


Dear Sir: 
There is a residency available at the Alta Bates Hos- 

pital in Berkeley, California. It is for general type of 

service and is particularly suitable for a young doctor 

planning general practice in this area. 

Application should be made to the Superintendent. 


N. R. Bornereau, M.D. 
Chairman, Committee on Residencies 
Alta Bates Hospital 
° Berkeley, California 


The Feeling Is Mutual 
Dear Mr. Cahal: 


The briefest of notes to say that I received the revised 
hospital Manual in this morning’s mail. 

I just want to congratulate you and Mr. Nyberg and 
the whole Hospital Commission. I think this Manual is 
really the answer at last! Until now, I was never really 
satisfied with it, but now I think it’s just about ready. 

It reads like a mature piece of work, and better yet, ex- 
pounds a philosophy of professional privilege and _re- 
sponsibility for general practitioners in hospitals, of which 
the A.A.G.P. can truly be proud. Much credit to your- 
selves at the executive offices and to Chairman John 
Boyd, who pushed this project through to a successful 
conclusion! 

Harry R. MeNDELsonn, M.D. 
Cincinnati, Ohio 


Fairness demands that Dr. Mendelsohn take a bow 
himself; as a member of the committee, he worked as 
hard as any on this prodigious task—Ep. 


(Continued on page 23) 
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BETTER BALANCE 


Natural py Replacement 
Stimulation 
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Smooth Muscle Relaxation 


COLUMBUS PHARM 
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Finding the characteristic ova of hookworm or roundworm in the feces 
is indication for treatment with Crystuids. 


ROUNDWORMS, HOOKWORMS 


The use of Crystoips" Anthelmintic is widely regarded 
as one of the best procedures for ridding humans of hook- 
worms and roundworms because: 1) it is so promptly and 
consistently effective—usually killing the parasites out- 
right, thus preventing their migration; and 2) it is so safe 
—producing virtually no evidence of toxic effect on the 
patient when properly administered (see Administration 
and Dosage). 

Single doses of Crystoips have been found to eliminate 
90% to 95% of roundworms, and 80% to 85% of hookworms 
in man. Crystoips are also effective in the treatment of 
other worm infestations: pinworm or seatworm, whipworm 
or threadworm, dwarf tapeworm, and the common tapeworm, 
Although it usually is not necessary for the eradication of 
roundworms, it is desirable in the treatment of most other 
parasitic intestinal infections to administer a retention 


PACKAGING 


Adult Size (Red Pills) each contain crystalline hexylresorcinol 
Supplied in packages of 5 pills. 
Children’s Size (Orange-Colored Pills) each contain crystalline hexylresorcinol 
Supplied in packages of 6 pills. 


enema of 1:1,000 hexylresorcinal solution (ST37®) follow- 
ing oral administration of Crystoips Anthelmintic. 

ADMINISTRATION AND DosaGe: Adults and children over 
12 years: 5 red pills; children 8 to 12 years: 4 red (or 8 
orange); children 6 to 8 years: 3 red (or 6 orange); chil- 
dren up to 6 years: 1 orange pill for each year of age. 

Pills (swallowed whole, not crushed or chewed) must be 
given on an empty stomach in the morning, preceded by a 
light evening meal (soft foods only) the day before. No 
food should be taken for at least four hours after treat- 
ment. Water may be taken freely, but alcoholic medica- 
tions and beverages are contraindicated. A saline purge 
should be given 24 hours after treatment to remove the 
dead worms. Detailed information regarding administration 
is available on request. 


Sharp & Dohme, Philadelphia 1, Pa. 


0.2 Gm. 


0.1 Gm, 


Anthelmintic 
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(Continued from page 21) 


Paternal Anxiety 


ear Mr. Cahal: 

I should like to report a misprint in your June issue 
which may be of confusion to your medical readers. On 
page 77 under the heading “The Depressed Patient,” a 
new pharmaceutical product is mentioned and identified 
as ‘Dexamin.’ Actually this combination of d-amphetamine 
sulfate and amobarbital is a product developed by Smith, 
Kline & French and marked under the name ‘Dexamyl.’ 
I feel certain that this is the name you meant to use, be- 
cause Dr. Grahn’s paper in the August, 1950, issue of 
American Practitioner was on ‘Dexamyl.’ 

In order that your readers will be able to take advan- 
tage of the drug combination recommended by Dr. Myer- 
son, perhaps you would run a correction on the name. 

I hope you will understand our paternal attitude to- 
ward this product and our anxiety that it receive due 
credit in such fine write-ups as that in the June issue. 

Ricuarp C. Bostwick 
Public Relations Department 
Smith, Kline & French 
Laboratories 


Where Are “Program Notes’? 


Dear Sir: 
To date I have not reczived my copy of the lectures 
given at the convention at San Francisco. Perhaps I am 
too early but I understood we were to have them by mid- 
May. If you did not receive my check I will send another 
one. When can I anticipate receiving my copy? Thank 
you. 
Jerrian Van DE LEN, M.D. 
East Jordan, Michigan 


Dear Sir: 

I have not yet received my copy of the notes for the 
San Francisco Conference. I would like to know if they 
have been published? 


J. L. Warker, M.D. 
Clarkesville, Georgia 


Dear Sir: 
I am wondering whether the booklet of papers given 
at G. P. convention in San Francisco in March have 
been mailed out. I am anxious to have the book. 
If I am overanxious—and none have been sent out— 
please overlook. 


Curtis M. Gatrt, M.D. 


Manteca, California 


A number of unanticipated delays have been encoun- 
tered in producing the Assembly “Program Notes.” Speak- 
ers have been extremely slow in submitting their manu- 
scripts—after which there devolved upon Dr. Tom Rardin 
and the headquarters staff, the tremendous task of reduc- 
ing these manuscripts to outline form, and editing them 
for the typesetter. 

It is hoped that the mailing of bound copies will begin 
about the time you receive this issue of GP.—Ep. 
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with 


Clinical usage includes the 


visualization of: 


. . . Dermatoses such as ringworm, 

etc. . . . Rate of blood circulation 

. . . Porphyrins in urine (metallic 

poisoning) . . . Circulatory condi- 

tions where fluorescent dyes can 
as tracers. 


Write NOW for further informa- 
tion. Address Dept. GP-8-51 


AN IMPORTANT 
DIAGNOSTIC AID 


HANOVIA 


FLU ROLAMP 


The Flurolamp is a high- 
pressure source of filtered 
ultraviolet with fluorescence 
exciting qualities. Equipped 
a spot focus sealed 
beam permanent reflector 
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The ability to increase lung volume and vital capacity of asthmatics is a char icteristic 


of each of the active constituents in ‘Aeroione Compound’ when they are given 
by aerosol. These active ingredients differ in their secofidary properties. 

Thus, the desired effect of each component is added to that of the others, 
without comparable increase in undesired side-effects. 

The use of ‘Aerolone Compound’ is, therefore, a highly effective symptomatic 


treatment for asthmatic attacks. 


Detailed information and literature 
on Solution ‘Aerolone Compound’ 
are personally supplied by your 

Lilly medical service representative 


or may be obtained by writing to 


ELT LILEY"AND COMPANY 
Indianapolis 6, Indiana, U.S.A. 


GP @ Volume IV, Number 2 


: 
| 
7 
e 


Editorials 


most certainly cancerous because it is adherent to 
surrounding tissues and perhaps to the skin. Some- 
As E. J. McCormick said in his special article in _ times he can feel enlarged axillary lymph nodes 
the J.A.M.A. for June 2, 1951, cancer of the breast which will make him feel fairly certain that metas- 


Cancer of the Breast 


is really so uncommonly encountered that any tasis has taken place. 

surgeon, in his own practice, cannot see many A number of experts on surgery of the breast 
of cases a year. For instance, at one hospital where _ feel strongly that no breast should be cut into un- 
some 7,000 patients are operated on in a year, only less a pathologist is at hand, and one who will im- 


30 cancers of the breast were seen! McCormick — mediately make a frozen section and be able to 
quotes Adair as saying that in any one year only _— decide whether or not cancer is present. If it is 
about | woman in 1,700 of the population gets present, then the surgeon should be competent to 
cancer of the breast. In other words, in a city of — go right ahead and perform a radical mastectomy. 


g 100,000 population, not more than 60 women get Often the woman and her relatives must be made 
cancer of the breast in a year. to see that a biopsy must be performed even when 
When a surgeon sees only a few cases of a dis- _ the lump seems to be benign. If the surgeon should 


ease, it is hard for him to reach any conclusions as _ be mistaken in his opinion, the woman might well 
to what is the best treatment for it. In order to __ lose her life. If everyone waits until the diagnosis 
analyze his material he would have to “break it is obvious, it is likely to be too late. Furthermore, 


down” into groups, and on doing this the num- so long as the diagnosis remains uncertain the 
‘ ber in each group would be too small for statistical patient can have no peace of mind. 
treatment. One great reason why statistics from Some women are particularly concerned about a 
different men cannot be compared is that they are lump in the breast because it hurts. They fear can- 
based on case groups decidedly different in com- cer all the more because of the hurting. Many a 
; position. physician is encouraged by the aphorism that a 
No one can be sure of the nature of a tumor _ nodule that hurts is not cancerous, but there are 
in the breast until it has been removed and bi- many exceptions to this rule, and hence the fact 


opsied. Often the physician can say that a little that pain is present should not influence anyone 
indefinite induration is almost certainly made up _ in making the diagnosis. 


of a number of shotty glands which have become McCormick stated that when the lump is small 
stuck together, and then he may feel safe in not and movable, and when there are no palpable ax- 
ordering a biopsy. illary lymph nodes, and .10 evidence of scattered 


Oftentimes it is helpful diagnostically to note metastasis, at least 70 yer cent of the patients 
that both breasts are made up of such shotty glands, should be alive and well after a radical removal of 


most of which are oversize. Then there is less like- the breast. When there is a large tumor of the 

lihood that any little apparent lumps are cancerous. _ breast with fixation to the skin or to the pectoral 

, Actually these “lumps” are not definite tumors. muscles, together with axillary metastasis, a radical 
In other cases in which there is a definite tumor _ operation will leave only 28 per cent of the women 

which is smooth and encapsulated and easily mova- _alive after five years. When distal metastasis is 


ble in the breast tissue, the chances are large that _ evident, little hope can be offered. After radiation, 
it is benign. However, one cannot be sure of this perhaps 5 per cent of the patients will be alive 
because occasionally even such a tumor will have _ five years later, but this suggests that radiation is 
some carcinomatous tissue inside of it. In other of little value because other statistics have shown 
cases the physician can say that the nodule is al- _ that when there is no treatment, 5 per cent of the 
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patients are still alive after a period of five years. 

In the British Journal of Cancer for December, 
1950, H. J. G. Bloom stated his conviction that a 
combination of the histologic grading of the malig- 
nancy of the tumor on Broders’ scale, with a 
knowledge of the stage in which the cancer is 
found, will give the best guide to prognosis. ‘This 
sounds reasonable. Statistics leave no doubt that 
the histologic grading of a cancer is tremendously 
important in deciding the prognosis. Highly malig- 
nant tumors are likely to kill, even when they are 
removed early; they are so likely to metastasize 
early, even before the primary growth is recog- 
nized. 

According to Bloom's experience, young women 
with cancer of the breast fare no worse than do 
the older ones. This is in agreement with the tre- 
mendous statistical experience of the Mayo Clinic, 
which showed that the young man with cancer of 
the stomach is not necessarily doomed; his outlook 
is not so very much worse than that of an older 
man with the same type of tumor. 

Interestingly, Bloom said that in the cases of 
highly malignant tumors, the prognosis is about 
equally bad whether the patient consults a sur- 
geon early or late. The time which elapses between 
the discovery of the tumor and its removal appears 
to be important only when the tumor is of low- 
grade malignancy. 

The site of the tumor in the breast does not 
exert any striking effect on prognosis. The size of 
the tumor somewhat influences the prognosis, es- 
pecially when the grade of malignancy is not high. 
With tumors of very low or very high grades of 
malignancy, the size is not an important factor. 

Obviously, today, no physician should ever neg- 
lect a woman with a definite breast tumor; even 
when it looks like a cyst he must urge her to have 
a biopsy made. 


Politics and Old People 
Dr. R. B. Rosins, President-elect of the Acad- 


emy, in a recent address to the Jackson County 
Medical Society in Kansas City, called attention 
to the significant relationship between practical 
politics and the increasing number of old people 
in the United States. 

Since 1900 our population in the United States 
has doubled, but our population aged 65 and over 
has quadrupled. Medical progress has been respon- 
sible for this increasing army of oldsters. It must 
be kept in mind, from a political standpoint, that 


26 


the voting strength of older people is increasing 
from year to year. 

This situation brings up the demand on the part 
of the older voters for cradle-to-the-grave socialistic 
proposals in the way of heavy pensions, free medi- 
cal care, free housing, free food, etc. As Frank 
Dickinson, economist for the American Medical 
Association, -has said, “Cradle-to-the-grave proposals 
are schemes whereby those close to the grave would 
fasten themselves on the paychecks of those closer 
to the cradle and ride piggy back Cor piggy bank) 
to the grave.” 

Dr. Robins pointed to a recent specific example 
of the political recognition of the voting strength 
of old people in the recommendation of Mr. 
Truman and one of his administration leaders, Mr. 
Oscar Ewing—who is “Mr. Socialism Himself’— 
that the social security laws be amended to provide 
“free” hospitalization for persons over 65. 

It is estimated that between five and seven mil- 
lion Americans are potential beneficiaries of this 
newest welfare proposal. This is another piece-meal 
socialized medicine proposal and will probably be 
pressed next year, which is an election year. 

In this issue GP presents a classic article by Dr. 
Richard A. Kern on this important new subject. 
The problems of an aging population are problems 
of sociology, economics, politics, and, not least, of 
medicine. 


Professional Standards 


Tue director of the Department of Surgery at the 
University of Virginia, Dr. Edwin P. Lehman, in 
a letter published in the May 19th issue of the 
].A.M.A. made some statements which are of in- 
terest to all general practitioners. He pleads for ad- 
herence to the professional standards achieved in 
surgery through the residency training program 
currently in vogue. He sees in the Academy an im- 
plied threat to this matter of professional compe- 
tence. 

The very foundation of our organization is built 
on competence, not only at the time of licensing 
but throughout the physician’s active life. We are 
the first medical organization to require continu- 
ous study as a requisite for continued member- 
ship. We have done everything in our power to 
improve the hospital relationship of the general 
practitioner, but only on the basis that staff privi- 
leges should be granted according to the physi- 
cian’s demonstrated skill, judgment, and ability. In 
no instance has any pressure been applied in sup- 
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port of any individual; our efforts have been to 
achieve wider acceptance of basic principles which 
should apply fairly to all. 

We recognize the value of our colleagues in spe- 
cialty fields, but deserve some recognition from 
them. We have much to contribute to the medi- 
cal profession’s goal of continued advances in the 
science and art of medicine and in the improved 
distribution of medical care. As we develop abil- 
ities according to our special interests within the 
specialty fields, we can bring a broader understand- 
ing of medical science as it relates to the total pa- 
tient, which is of definite benefit to everyone. 

We need more competent doctors! This applies 
to general practitioners and specialists within the 
field of surgery, as well as others. The medical 
profession must insure competency of all physi- 
cians. We cannot accept any other criterion for the 
evaluation of a man’s professional activity. The 
general practitioners should not have a_ blanket 
limitation applied to them by any one specialty 
group, but should have the opportunity to prac- 
tice in the hospital with privileges based on _per- 
sonal evaluation of the individual’s skill and abil- 
ity, and as new skills are mastered, additional 
privilege must be the reward. 

Let competence be the keynote! Let no specialty 
group set for us required goals of prerequisite 
training or limitations based on any other factor 
than our competence to do the job we undertake. 
Let us not forget this responsibility as we go about 
our work as “family doctors!” 


Epilepsy Equivalents in Children 


ProsaBiy only one in ten epileptics ever has a 
convulsion or ever falls down. The rest show 
peculiarities of behavior which can often be recog- 
nized. Some complain of weird syndromes in which 
the nerves are obviously playing tricks with the 
several body organs. Occasionally a person with an 
epileptic inheritance will suffer from what looks 
like a gastric crisis of tabes; others will complain of 
a syndrome much like that of ulcer, with hunger 
pain; and some will have sexual difficulties due 
to a premature ejaculation. Most of them tend to 
be irascible, and some are surly. 

In a recent article in the J.A.M.A. for June 2, 
1951, Charles Bradley discussed the problem of 
the child who shows peculiarities of behavior due 
to an epileptic inheritance. The five traits most 
commonly seen are: (1) erratic variability in mood 
and behavior; (2) overactivity; (3) irritability; 
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(4) vacillating attention and inability to concen- 
trate on anything for any length of time; and (5) 
difficulties in school, especially with mathematics. 

Physicians who deal with children will see many 
whose bad behavior is a big problem, and then the 
questions arise, “Is this child only bad or spoiled or 
nervous, is he going to drift into a psychosis, or is 
he epileptic?” 

Often the mother will report that the child has 
good and bad days. The teacher at school will note 
that on some days the child cannot sit still, cannot 
concentrate on any work, or cannot remember any- 
thing. On such days he may be irritable with 
classmates and he may even fight with them. The 
child himself may be puzzled and upset because 
he cannot understand why he is so irritable. 

On some days the parent will be upset because 
the child is so constantly active, restless, and so 
full of excess energy; perhaps he is highly destruc- 
tive about the home. Sometimes he will strike the 
mother or will pound his head against the wall. 
The mother may be afraid to punish him because 
he then gets so angry. Some of these children may 
have an unusual amount of trouble learning to 
read or spell. 

Pediatricians have said that the child with an 
epileptic inheritance is likely to have convulsions 
when he has fever. They also say that often they 
can tell the type of child with an epileptic inherit- 
ance who will have convulsions some day. Some 
of these children are supersensitive and egoistic. 
Some are turbulent, argumentative, and quarrel- 
some to an extreme degree. Because of their fre- 
quent inability to concentrate on their studies, 
most of them are behind their classes in school. 

Today, all such difficult children should have an 
electroencephalogram made because this can go far 
in settling the diagnosis. Perhaps 70 per cent of 
these children will show a record which is epilep- 
tic in type. In some cases the dysrhythmia is so 
mild that, if taken alone, it would be hard to say 
how much it means. 

It is interesting that the giving of Dilantin to 
these difficult children will often cause them to 
behave remarkably well. They lose much of their 
irritability. 

Following the work of Lindsley and Henry 
(1942), Bradley found that often the most helpful 
preparation to control the psychic disturbances of 
epileptic children is Benzedrine or Dexedrine sul- 
phate. Some 10 or 20 mg. taken in the morning 
will often reduce the tendency to violent swings 
of mood and activity. One of these drugs can be 
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used in conjunction with Dilantin. The dose 
should be taken only in the morning so as not to 
interfere with sleep. The medicine may interfere 
somewhat with appetite. 

In all these cases the parents must be taught to 
be helpful with the child. They must be encour- 
aging, not too protective, and not too inclined to 
keep driving the child in his studies. They must 
be understanding and patient, and always mindful 
of the fact that the child is unpleasant only be- 
cause he is ill. 


Extracurricular Values 


Tue Bulletin of the Post Graduate Medical School 
of the New York University has just arrived. Sev- 
eral thoughts are stimulated by this excellent an- 
nouncement of outstanding postgraduate courses. 

Postgraduate opportunities have expanded in 
number, advanced in quality, and increased in 
value in the past few years. 

The rewards accruing to the physician who en- 
gages regularly in these postgraduate courses are 
far greater than the few pearls or bits of knowledge 
he gains through actual participation in the course. 

He identifies himself with the stream of medical 
progress. 

He associates himself with the right people 
(those who are also trying to advance knowledge, 
practice the highest type of medicine, advance 
themselves, the alert, the progressive, the leaders). 
He stamps himself as a student, a seeker after the 
truth. 

He gives opportunity for his own experiences, 
problems, and results to jell, to become a part of 
his own education and knowledge. The psychol- 
ogists call this the gaining of insight, perspective, 
and perception. It is one of the most valuable re- 
sults of getting aside, of allowing one’s thoughts 
and opinions to mingle with those of teachers and 
scholars. 

The American Academy of General Practice has 
given concrete expression to our belief in the values 
of postgraduate and continuous education in our 
membership requirements. By doing this we have 
acknowledged all these values and have made 
membership in the Academy synonymous with a 
higher type of physician. We are under obligation 
to the public, to the profession, and to ourselves 
to maintain without wavering the high strict line 
that we have drawn. 


“Hypothyroidism” 


IN A TIMELY communication in the American 
Journal of Medical Sciences, tor May, 1951, F. T. 
Billings commented on the fact that today in 
America thousands of women are taking thyroid 
substance even though they probably never needed 
it. They have become so convinced that they must 
have it, that they will probably keep taking it all 
their days. Only a physician with very convincing 
arguments will ever manage to take it away from 
them. 

Billings wonders if some of these women will be 
permanently injured by taking needless thyroid 
substance for so long a time. If a glandular hor- 
mone is given, the particular gland stops producing 
its secretion. For instance, if, for a while, a normal 
person is given insulin and then it is stopped, for a 
few days he is likely to excrete sugar in the urine. 

Years ago Henry Plummer showed that most 
frail and constitutionally inadequate women have 
a basal metabolic rate around minus 17 per cent. 
He was sure that this is not due to any lack of 
thyroid substance because these girls are rarely 
made over by the giving of thyroid. 

Some physicians give thyroid substance to per- 


-sons whose basal metabolic rate is reported as 


around minus 10 per cent. They forget that this 
should be entirely normal and within the usual 
range of human variation. Many physicians in 
their efforts to give a patient a definite organic diag- 
nosis grasp at diagnostic straws. 

Each year a medical consultant sees several pa- 
tients who have been told that their basal meta- 
bolic rate was minus 35 per cent. In these cases a 
glance at the woman’s thin, well-formed body, her 
wide-awake face, her quick movements, her quick 
mental responses, and her bright eyes will show 
that she cannot possibly have a basal metabolic 
rate of minus 35. The giving of thyroid substance 
to a woman like this causes only jitteriness and 
discomfort. 

Certainly every physician ought to be able to 
say every so often, “No, that laboratory report does 
not fit with your bright appearance or with the 
results of your other tests. It must be wrong.” 
Today physicians too willingly accept all labora- 
tory and x-ray reports without a check. Often they 
should order a test repeated before they say any- 
thing to the patient about the aberrant and prob- 
ably erroneous report. 
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Guest Editorial .. .A New Day for the General Practitioner —— 


Tue widespread attention given to the changes in 
the economic aspects of medical care has distracted 
the attention of the profession and the public from 
an even more important and more sweeping change 
in the practice of medicine itself. We are no longer 
seeing the patients we used to see but we are see- 
ing many others in their places. With the virtual 
conquest of infectious diseases, an increasing 
amount of the physician’s time is given to the care 
of middle-aged and elderly patients suffering from 
the so-called degenerative diseases, such as arthritis 
and arteriosclerosis. While it can be anticipated 
that new remedies will be found for these condi- 
tions, their treatment and that of elderly people in 
general, will always demand the most detailed con- 
sideration of the individual and the careful adapta- 
tion of his life to the circumstances of his illness. 

Even more important has been the increasing 
awareness that a large group of diseases which were 
formerly thought entirely organic are actually 
caused wholly or partly by emotional disturbances. 
Peptic ulcer, hypertension, colitis, and asthma are 
only a few of these. There is also evidence that 
such psychosomatic diseases are increasing. 

The practice of doctors is becoming increasingly 
composed of representatives of these two great dis- 
ease groups, the degenerative and the psychoso- 
matic diseases. And these two groups have this in 
common, that treatment cannot be standardized as 
it often can be with infectious diseases. The pa- 
tient rather than the disease needs attention. The 
mind and the body must both be considered. The 
whole person as well as the particular organs must 
be treated. 

Such a change in the buyer of health demands 
one in the seller. New illnesses require new medi- 
cine. The practitioner of the future will be suc- 
cessful only if he sees the patient as a whole and 
as an individual. Yet the development of such 
medicine would be nothing new. Two thousand 
years ago the physicians of ancient Greece stressed 
the “regimen,” or rules of living, which they gave 
to their patients. 

Dr. Weir Mitchell, one of the greatest of Amer- 
ican physicians, pointed out that the best doctors 
of every time have been “most apt to consider the 
general habits of their patients and to rely less 
than others on mere use of drugs.” Many of the 
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cases he cited to prove his point seventy-five years 
ago are familiar today. Of one of his patients he 
wrote, “at least three physicians in America and 
one in London told him there was nothing the 
matter with him, and finally a shrewd country 
doctor remarked bluntly that he would not give 
him any medicine, because he was overdosed al- 
ready with work and worries, which was true.” 

Dr. William Osler, another giant of American 
medicine, taught repeatedly that what was in the 
head of a tuberculous patient was more important 
that what was in the chest. And in our own day 
voices are raised to draw us back to a holistic or 
total view of our patients. 

Recently, Dr. Karl Menninger urged a meeting 
of the American College of Physicians to recog- 
nize the diagnostic labels we use for what they are 
—loose, descriptive terms only. Dr. Menninger 
asked the doctors, “What is the diagnosis in a 
patient who has coronary symptoms whenever he 
takes his wife to a party, or in a woman who has 
migraine on the week ends her son is home from 
college? What kind of arthritis is it which becomes 
activated with each quarterly meeting of the board 
of directors? If a child vomits each morning just 
before school time, or if a man reared in a home 
where the drunken father regularly beat his family, 
faints when he goes to his employer's office—if 
these patients come to see us as they do every day 
in the world, what shall we say the disease is in 
each case?” And he answered, in part, “In theory 
there cannot be any such thing as a simple, un- 
complicated diagnosis of anything, not even measles. 
The child with measles has at the same time some 
educational interruptions, and some social compli- 
cations, and some disturbed relationships with 
parents and brothers and sisters.” 

Who then shall see all these people with their 
problems which are as much a part of their dis- 
eases as the parts to which we apply our diagnos- 
tic tags? Who but the man who has already done 
so throughout generations? For this new medicine 
we need is that practiced by the old-time family 
doctor. He practiced it because, before our modern 
miracle drugs, it was the best he had, and now it 
turns out to be the best we have. But we have 
more need of it today, and with the increase of 
specialism we have fewer doctors offering it. 
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Nor can anyone take the place of the general 
practitioner. Psychiatrists may see some of these 
problems but they are not needed for most and 
are unable to care also for the bodily needs of their 
patients. Other specialists may sometimes seek to 
see the patient as a whole, but usually lack the 
time and often the interest or aptitude for this. 
It may take them many hours to learn what a 
family doctor has already known about his patient 
for years. Who but the general practitioner is able 
to know people throughout their lives and under- 
stand them as they need to be? The specialist by 
his own choice has deprived himself of the view- 
point which will be the essence of future medicine. 
Specialists we shall always need to make and in- 
terpret our technical advances, but doctors who 
are students of people we shall need even more. 

It cannot be claimed that all general practition- 
ers should be chosen for the role to which they are 
called by these trends. Some may remain dull 
plodders, capable of only routine assignments; but 
others will provide a comprehensive medical serv- 
ice now much more wished for than available. 
Furthermore, in the medicine of the future, tech- 
nical skill will not be more prized than kindliness, 
a sensitive interest in people, and patience to listen, 
qualities perhaps found more widely among gen- 
eral practitioners than in any other comparable 
group of our society. 

It may also be questioned whether medicine is 
not already too specialized for the regeneration of 
general practice. How much can one man do? 
Obviously only so much. But we are not looking 
for omniscience, only for breadth of view. No 
general practitioner today removes brain tumors 
and it is not proposed that any should do so in 
the future. Severe mental illness will continue in 
the hands of psychiatrists; but the inability of the 
general practitioner to cope with schizophrenia 
does not diminish his value in the prophylaxis and 
treatment of many milder but important psychic 
ills. There is little doubt that by his sage counsel 
and gentle pressures of timely advice the general 
practitioner could, if permitted, abort many ill- 
nesses whose victims now choke the waiting rooms 
of psychiatrists and _ internists. 

One case out of thousands may be used to illus- 
trate this most useful of all functions of the gen- 
eral practitioner. A young married woman came to 
a clinic because for six months she had had severe 
pains in her upper abdomen and had lost twenty- 
five pounds in weight. She was seen by several 
consultants all of whom were unable to explain 


her condition. Then she was admitted to the hos- 
pital for further study. Numerous expensive x-ray 
pictures were taken and other complex tests were 
made, all unrevealing. 

After finally eliminating every possible source 
of organic disease the doctors discharged her and 
referred her to the psychiatric clinic. The psychia- 
trist there simply asked her to tell him about her 
life. She described how she had had an illegiti- 
mate pregnancy, then met a man she loved and 
married, but was rejected by his family because of 
her past experiences. She endured this only to have 
her husband blame her when she gave birth to a 
girl instead of a boy. Then her daughter, sensing 
his lack of affection, rebelled and became a _ be- 
havior problem. They were obliged to live in a 
crowded house with the patient’s parents and her 
mother offered a continuous flow of advice on the 
management of her children. 

After the birth of a third child, she lived in fear 
of another pregnancy which would burden them 
financially and perhaps reactivate her husband’s 
ill-feelings. As a result of all this she was anxious 
and irritable; she had lost her zest for life and was 
depressed. Her stomach was cramping and she had 
little appetite, hence the pain and loss of weight. 

When she had told the story of her life she felt 
better and said, “I guess if 1 had someone to talk 
to I'd be all right.” She was given explanations of 
the relation between emotional disturbances and 
changes in bodily function. At the next visit two 
weeks later she was much improved. The following 
week, she and her husband obtained a home of 
their own and when she returned for a third visit 
she was without symptoms and had gained five 
pounds; an illness of eight months was finally 
over. 

Each of the specialists who had seen her had 
skillfully used their talents and their techniques 
on her different organs. But with it all, no one had 
ever examined her as a person. Time, expense, and 
suffering could have been saved if some under- 
standing general practitioner had let Barbara talk 
about herself as well as her symptoms. With such 
losses to cut, some ignorance of parts will be gladly 
traded for an understanding of the whole and it is 
for this that the general practitioner will work. 

Circumstances are in favor of his ability to attain 
such an understanding. Despite the increasing 
complexities of medical specialism, there have also 
been many notable advances in the direction of 
simplification. Not long ago, fortunes were made 
by physicians specializing in the difficult technique 
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of matching blood for transfusions, a task now per- 
formed by thousands of laboratory technicians. A 
more striking example is the simplification of the 
treatment of bacterial infections achieved through 
the development of such agents as penicillin and 
streptomycin. Such advances have restored to the 
care of the general practitioner many diseases once 
treated only by specialists. 

Furthermore, the improvements in medical jour- 
nalism and in postgraduate education have brought 
the general practitioner much more closely in touch 
with medical advances and made him more sensi- 
tive to his limitations. It has probably always been 
true that general practitioners were competent to 
handle 80 to 90 per cent of all illnesses with which 
they were confronted. Today these figures are er- 
roneously conservative. 

Thus, there is every reason to expect and to 
desire a return of the general practitioner, but in 
a new and more positive style. The future general 
practitioner will be as proud of his generality as 
he is now embarrassed by his lack of a specialty. 
Where he is now shunned for the gaps in his 
knowledge, tomorrow he will be cultivated for the 
breadth of his understanding. 

Such a metamorphosis, and it is only right to 
describe it as such, cannot be achieved without the 
participation of the public as patients. A nation 
gets the medical care it deserves and if there is 
need for a medical service of the type described, 
its growth must be fertilized by encouragement. 

Doctors spend an increasing amount of time see- 
ing new patients and such time is largely wasted 
if the patient does not continue to be seen by the 
same physician. Patients who complain of lack 
of understanding have often failed to provide its 
chief essential, which is continuity. While the ab- 
sence of this feature of sound medicine is frus- 
trating to the busy physician, it is even more costly 
to the patient in time, money, and on delayed 
treatment. If this is so with specialists it is much 
more so with the general practitioner, whose judg- 
ment and advice are largely governed by the pic- 
ture he gradually forms of the patient, his family, 
his surroundings, his needs, and, in sort, his whole- 
ness. The physician has not only a right but an ob- 
ligation to discourage migratory habits of patients. 

The general practitioner, however, must also ex- 
amine his contribution to the changing practice of 
medicine. For the new general practice, although 
it may be delayed by the ignorance of the public, 
cannot even begin without the enthusiastic partici- 
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pation of the general practitioner. He should study 
in what particular respects he retards or permits 
the development of the medicine of the patient as 
a whole. 

Too often patients who are referred to the large 
metropolitan clinics or to consultants are found 
rightfully to belong with the referring general prac- 
titioner. Too often he exhausts his armamentarium 
of physical and laboratory tests, and “finding noth- 
ing wrong,” he assumes that he lacks either compe- 
tence or equipment to diagnose some rare malady. 
So he refers the case to the clinics or the special- 
ists. In fact the majority of these cases do indeed 
have something wrong; however, it is not an ob- 
scure organic illness, but a functional disturbance 
related to some current stress in the patient's life. 

It can only be helped by an understanding of 
that patient as a person. The specialist psychiatrist 
may achieve this understanding over some months, 
but the chances are the general practitioner al- 
ready has it if he will only use it. 

Clearly general practitioners have before them 
a major decision. They may continue to accumu- 
late gadgets—one or two for each specialty—and 
inadequately ape the specialists in focussing atten- 
tion now on one organ, now on another. Or they 
may accept frankly the impossibility of being 
technically expert in all specialties and elect to 
know and treat the patient as a whole. They will 
then interest themselves in their patients as indi- 
viduals and assist their struggles against the psy- 
chosomatic and degenerative diseases which are 
now moving to the foreground of medical practice. 
It is not implied that the technical aspects of gen- 
eral practice should be abandoned, but it is in- 
sisted that they should cease to be considered the 
only or principal contribution of the general prac- 
titioner. 

So both public and practitioners must realize 
that it is less important to have a well-known 
physician than to be well-known by one. They 
should seek to set up long-term relationships with 
each other. The fruits of these associations, al- 
though they may not be borne for years, will 
nevertheless be nourishing. The alternative is a 
medicine of specialists out of touch with their pa- 
tients as persons. The American people deserve 
better than this and their need can only be filled 
by the general practitioners. 

—Ian Srevenson, M.D., 
Louisiana State University 
School of Medicine 
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Figure 1. Position of function. Wrist is moderately dorsi- 
flexed, hand midway between supination and pronation, L if A, JI 
fingers slightly flexed at each joint, thumb in position of Tea. Men 0, aN Mfurles 


partial opposition with joints partially flexed. 


Figure 2. Nerve dis- 


tribution. Palm of BY MORRIS J. DIRSTINE, M.D. 


hand. Seattle, Washington 


Lacerations of the hand and wrist frequently 
ae involve injury to nerves or tendons or both. 
Primary repair of nerves and tendons should be 
performed only if the wound is clean, if it is 
seen within a few hours, and if there is adequate 


help, facilities, and skin covering. 


Tue hand is probably the most frequently injured 
part of the human body. Wounds of the hands 
are usually the most neglected and generally the 
most poorly treated lesions. All types of hand 
injuries are emergencies. Such injuries occur most 
frequently in the home, the farm, the industrial — 
plant, or upon highways. They are usually treated 
in first aid departments, in the emergency room of 
a hospital, or in a doctor's office. 

The patient is usually brought to the doctor. 
The first doctor who treats an injured hand plays 


Figure 3. Radial and 
ulnar nerve distribu- 
tion, dorsum of hand. 


RADIAL NERVE___ ULNAR NEEVE 


Figures 4 and 5. Flexion contracture following midline incision for repair of flexor 
tendons, second digit. Note inability to extend digit and atrophic changes. 
Repaired tendon does not function. Patient, age 13, also has digital nerve lesion. 
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Figures 6 and 7. Washing machine wringer injury. Skin is avulsed and rolled 
over proximal end of hand. Skin flap sutured in place, immediately postoperative. 


the most important part in the ultimate functional 
restoration; the first doctor who mistreats it can 
cause irreparable damage. There are few types of 
surgery in which failure to utilize every proce- 
dure in the chain of surgical principles results later 
in such a disproportionate degree of disability. 

First-aid treatment consists of the application of 
a sterile, protective pressure dressing and immobili- 
zation in a splint in the position of function (See 
Figure 1). The emergency care of hand injuries 
includes the following procedures: (1) Apply 
sterile pressure dressings to control bleeding and 
protect the wound; (2) keep the hand elevated; 
(3) a tourniquet is usually not necessary; (4) give 
morphine if necessary for pain; (5) examine for 
nerve and tendon injury; (6) get x-ray films if in- 
dicated; and (7) schedule for early surgery (See 
Figures 2 and 3.) 

Small lacerations, involving the skin only, can 
be treated in the emergency room. Always protect 
the wound from infection and prevent deformity. 
The area surrounding these wounds should first be 
thoroughly cleansed with soap and water or a 
bland detergent, thus avoiding contamination of 
the wound from the surrounding area; then cleanse 
the wound. Do not use antiseptics. 

The area surrounding the wound is draped with 
sterile towels, and the wound edges are approxi- , 
mated with interrupted #5-0 black silk. Sterile 
Furacin or Vaseline gauze and dry dressings are 
applied, and the patient is instructed to keep the 
part clean and dry. This dressing need not be re- 
moved for from six to eight days, at which time the 
sutures are removed. 

In cases of a crushing type of lacerations, most 
frequently seen over the volar surfaces of the digits, 


Figure 8. Wound healed primarily permit- 
ting normal function of the hand and wrist. 


Figure 9. Same hand as above, with digits extended. 


© 
— 

= 

4 

= 

q 

: 


Figure 10. Laceration with division, median nerve; flexor 
carpi radialis, palmaris longus, and sublimus tendons 
to the third and fourth digits. Repaired primarily. 


Figures 11 and 12. Slight atrophy of thenar muscles; 
good motor function; sensation returning satisfactorily. 


it is advantageous to carry out all the foregoing 
steps except the suturing of the wound. Following 
this type of injury, the digit is usually swollen so 
that accurate approximation of the wound edges 
without tension is impossible. If sutures are placed, 
they will cut through. The wound edges will 
slough and become infected, and with slow healing 
there will be considerable scar tissue formation and 
deformity. 

If there is major involvement of the skin, bones, 
nerves, and tendons, the operating room facilities 
must be used. Wounds can be repaired primarily 
and with satisfactory results if they are not grossly 
contaminated, and if they are seen before infection 
has become established. 

Wounds should not be repaired primarily if 
they are grossly contaminated, infected, or over six 
to eight hours old; they should be left unrepaired 
to await reconstructive surgery or secondary clos- 
ure. Such wounds should, nevertheless, be thor- 
oughly cleansed as for primary repair; Furacin 
gauze or Vaseline gauze and dry pressure dress- 
ings should be applied, and the hand and wrist 
should be immobilized as already described. 


Skin Wounds with Deep Injury 


Extensive lacerations with injury to underlying 
structures should be treated only in the operating 
room where adequate facilities and equipment are 
at hand. Treatment should be carried out under 
aseptic conditions. 

The facilities for repair include the following: 

1) Maintain hemostasis with a pneumatic cuff; 
2) have assistants; 3) have good lighting; 4) use 
general anesthetic or a brachial block; 5) get ade- 
quate exposure; 6) have fine instruments, ligatures, 
and sutures; 7) apply pressure dressings and 8) 
splinting to relax the suture line. 

The hand and forearm should be shaved. The 
arm and hand and wound should be cleansed as 
already described. A pneumatic tourniquet should 
be employed. The area is draped, and the hand 
and arm are elevated for a few minutes. The cuff 
is inflated to 250 mm. of mercury. The wound is 
carefully inspected and, if better exposure is 
needed, the wound is enlarged. Great care should 
be taken not to cut across flexion creases. A con- 
spicuous and crippling keloid will result if incisions 
cross flexion creases at right angles or even ob- 
liquely (See Figures 4 and 5). With the pneu- 
matic tourniquet inflated to 250 mm. of mercury, 
the wound can be thoroughly inspected in a blood- 
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less field and the extent of damage ascertained. 
All foreign material, and all devitalized and 
soiled tissue, should be removed with sharp dis- 
section. Care must be exercised to save all viable 
tissue. Injured vessels are litigated with very fine 
cotton or nylon, and the ligatures are cut on the 
knots so as to leave no more foreign material in 
the wound than is absolutely necessary. 

The tendon ends are then brought into the field 
and sutured end to end; then the nerves are simi- 
larly mobilized and sutured. As the pneumatic 
pressure is released, firm pressure is made over 
the wound for ten minutes to control capillary 
hemorrhage. Large vessels which continue to bleed 
after releasing the pressure should be ligated. 
When the field is dry, the skin wound is closed 
with interrupted #5-0 black silk. 

Fine mesh, Furacin, or Vaseline gauze dressings 
are applied smoothly, followed by dry gauze pres- 
sure dressings. Drainage of a clean wound is sel- 
dom indicated. If small rubber drains are nec- 
essary to remove excess oozing, they should not 
be left in place for more than 24 hours. Fingers 
are separated with dry gauze. The wrist and in- 
volved digits are immobilized in a position to relax 
the suture lines. All noninvolved digits should -be 
left free to prevent stiffness. After the patient re- 
turns to his room, the hand is elevated on a pillow. 
Later the patient is instructed to keep the hand 
elevated and, when up and about, to keep it in a 
sling. The initial dressing is not changed for from 
six to eight days, unless there is evidence of infec- 
tion. Antibiotics are administered daily together 
with antitoxin, as indicated. 


Care of Wounds with Loss of Skin 


In instances where there is loss of skin over 
nerves and tendons, only the injured nerves are re- 
paired and the denuded area is covered with a split 
thickness skin graft. Pedicle skin flaps and tendon 
repairs are left for a subsequent operation. 

If facilities for tendon and nerve repair are not 
available, or if the surgeon does not feel compe- 


Figures 13 and 14. Injured Feb. 27, 1948. Laceration, 
proximal end of palm with division of sensory and deep 
motor branch of ulnar nerve and branches of median 
nerve supplying second, third, and fourth digits. Atrophy 
of intrinsic muscles. Claw hand, primary care elsewhere. 


Figures 15, 16, 17. Five months after secondary repair of motor and sensory nerves. 
Improvement in abduction and extension of digits. Nerve regeneration satisfactory. 
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Figure 18. Crushing injury of right hand causing frac- 
ture of proximal phalanges; second, third, fourth digits; 
and division tendons, second and third digits. Tendons re- 
paired primarily and skin wound closed. Wound is in- 
fected and edges sloughed, second and third digits 
atrophic, stiff and painful. 


Figure 19 (below). Nearly complete amputation of hand 
at wrist. Division: ulnar artery and nerve; profundus 
tendon, second digit; profundus and sublimus tendons to 
third, fourth, and fifth digits; flexor carpi ulnaris; palmaris 
longus; extensor tendons to second, third, fourth, and 
fifth digits; extensor carpi ulnaris; compound fractures, 
pisiform, triquetrum, and hamate. 


tent to perform such special procedures, the area 
should be given the emergency cleansing and dress- 
ing already described. Then all skin wounds should 
be closed either by primary suture or by skin graft; 
protective dressings should be applied and the 
hand and wrist immobilized (See Figures 6, 7, 8, 
and 9). Secondary repair of nerves and tendons 
can be done later under ideal conditions and with 
a minimal amount of scar tissue with which to 
contend. Usually an excellent functional result can 


be obtained. 
Care of Burns of the Hand 


First-aid treatment of a burn of the hand con- 
sists of the application of dry, sterile pressure dress- 
ings. Pain is controlled by the use of morphine. 

Definitive treatment is carried out in the oper- 
ating room under aseptic conditions. There a 
brachial block or general anesthesia may be used. 
A first aid dressing previously applied should be 
removed by soaking with soap and water; grease 
should be removed by the use of a bland detergent. 

Loose fragments of tissue should be removed 
with scissors; blisters should not be opened. The 
area should then be covered with smoothly applied, 
fine mesh Vaseline or Furacin gauze between each 
digit. The entire hand should be encased in fluff 
dressings or mechanics waste, and this should be 
held in place with gauze bandages. A plaster splint 
is applied as previously described. Antibiotics are 
administered as indicated. 

The original dressings are not changed for two 
weeks unless there is indication of infection. The 
first change of dressings is made in the operating 
room. Skin grafting may have to be done. At the 
time of the first dressing, first- and second-degree 
burns are usually healed, and the area of a third- 
degree burn is well demarcated. The area is gently 
cleansed with a bland detergent, and the renuded 
area is then covered with a split-thickness skin 
graft sutured in place. A dressing is then applied 
similar to that employed at the first treatment, and 
the wrist and digits are immobilized. 


Figures 20, 21, 22 (across right). Three months 
after repair; showing good flexion and exten- 
sion of digits and wrist and evidence of 
ulnar nerve regeneration. Circulation normal. 
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These dressings are changed at the end of seven 
days; the sutures are removed from the skin graft 
and pressure dressings and a splint are reapplied. 
Split-thickness skin grafts are usually healed with- 
in three weeks. Skin grafting at the earliest pos- 
sible moment is the best assurance against scar- 
ring, contractures, infection, and functional dis- 
ability. Split-thickness skin grafts should always be 
used even though one may anticipate their re- 
moval at a later date and replacement by more 
suitable skin. As soon as the area is healed, active 
and passive exercise of the hand is begun. The 
earlier the replacement and healing of the protec- 
tive epithelial covering of the hand, the better the 
ultimate cosmetic and functional result. 


Treatment of Nerve and Tendon Injury 


Lacerations of the hand and wrist frequently 
involve injury to nerves or tendons or both (See 
Figures 10, 11 and 12). Injury to these structures 
is usually the result of lacerations from sharp 
knives, glass splinters, stab wounds, porcelain fau- 
cets, and various types of power-driven machinery. 
Occasionally, a nerve lesion may result following a 
crushing type of injury, too tightly applied band- 
ages or casts, or tourniquets left on too long. 

The function of sensation in a hand is equally 
as important as the function of motion. In many 
instances, I believe, it is more of a handicap to the 
patient to have loss of sensation than to have loss 
of motor power. Often a patient will complain 
more about injury to the nerves supplying sensa- 
tion than about the loss of motor power. Without 
sensation, an individual has difficulty in distin- 
guishing objects which come in contact with the 
hand; he has difficulty in grasping small objects, 
and he frequently injures or burns his fingers. 
Injuries occurring in digits with diminished cu- 
taneous sensation are slow to heal. They frequently 
become infected and form ulcers. 

The amount of disability depends upon the 


digits involved. Loss of sensation over the volar 


surfaces of the thumb and index finger or the 
thumb, index, and middle fingers is a most seri- 
ous handicap as these are the digits most fre- 
quently used in distinguishing objects. Nutritional 
changes following nerve injury result in stiffness 
in the small finger joints and marked atrophic 
changes of the skin and subcutaneous tissue. 

Lacerations of the hand or wrist which involve 
nerves alsq frequently involve division of tendons. 
In the majority of cases, a deep laceration of the 
palm or wrist will involve both nerves and ten- 
dons. Usually following such an injury, the patient 
applies the first dressing available. I think it ad- 
visable to remove this first dressing and to replace 
it immediately with a firm, sterile, pressure dress- 
ing. A short history and an examination will, in 
the majority of cases, determine the structures in- 
volved and the extent of injury. In case of tendon 
injury, the patient will usually state that he is un- 
able to flex or extend one or more digits. One must 
look carefully for loss of sensation or motor power 
because injury to small nerves can easily be over- 
looked. 

Immediately following division of a nerve there 
is loss of acuity to sharp stimuli and light touch 
over the distribution of the nerve. A cotton ap- 
plicator will serve to check for light touch, while 
the usual pin in a tongue depressor will check 
sensation of pricking. I think it helpful to compare 
the area in question with a comparable area on the 
opposite hand. 

When the injury is at the level of the proximal 
half of the palm or wrist, one must examine for 
the presence or loss of motor power of the intrinsic 
muscles supplied by the median and ulnar nerves. 
A lesion of the median nerve will result in isolated 
sensory loss of the distal half, volar surface of the 
index finger, and the distal halves, and dorsal sur- 
faces of the index and middle fingers. There will 
also be diminished acuity to sharp and light touch 
over the radial aspect of the palm, the volar sur- 
faces of the thumb, index, middle, and radial half 
of the ring finger. 
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GUIDE SUTURE 


NERVE SiTURE 


Figure 23. Method of nerve repair. Su- 
tures passed through nerve sheath only. 
Note blood vessel in Epineurium. 


(After Bunnell: Surgery of the Hand.) 


TENDON REPAIR 


Figure 24. Method of tendon suture 
using silk sutures. (After Mason.) 


Disturbance of motor power depends upon the 
location of the lesion of the median nerve. A lesion 
of the median nerve at the wrist will involve the 
radial group of thenar muscles and the first and 
second lumbricals. A lesion of the median nerve 
in the distal portion of the palm or the fingers will 
result in no loss of motor power but diminished 
acuity to sharp and light touch distal to the lesion. 
A lesion of the ulnar nerve results in an isolated 
area of anesthesia over the entire fifth digit with 
diminished acuity to sharp and light touch over 
the ulnar portion of the hand, volar and dorsal, 
and ulnar aspects of the ring finger. 

Following an injury to the ulnar nerve at the 
level of the wrist or a lesion of the deep motor 
branch of the ulnar nerve, there will be loss of 
motor power of the interosseous muscles, the ulnar 
two lumbricals, and the hypothenar muscles, re- 
sulting in a claw hand (See Figures 13, 14, 15, 16, 
and 17). 

An injury to the radial nerve at the level of 
the wrist or distal to it will result in no loss of 
motor power, but there is usually diminished 
cutaneous sensation over the first dorsal interosse- 
ous muscle and the dorsum of the thumb. There 
may be complete anesthesia over a small area about 
the midthird of the first dorsal interosseous muscle; 
at times there is no isolated loss of sensation. 


Repair of Tendons and Nerves 


Repair of divided tendons or nerves must not 
be attempted in the office or the emergency room. 
Successful repair of these structures such as will 
result in good functional use must be done only 
in the operating room with adequate facilities. 
Following general anesthesia or brachial block, the 
application of a pneumatic tourniquet to the arm, 
and the elevation of the hand and arm for a few 
minutes, the area is prepared. All foreign material 
and devitalized tissue must be removed from the 
wound, with sparing of all structures which have 
survived. Small blood clots and foreign material 
must be removed by repeated irrigation with warm, 
normal saline solution. The wound may be en- 
larged for adequate exposure. 

Primary repair of nerves and tendons should be 
performed only if the wound is clean, if it is seen 
within a few hours, and if there is adequate help, 
adequate facilities, and adequate skin covering. 
Poor judgement with inadequate facilities can 
wreck a hand beyond all hope of functional 


restoration. 
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Following the healing of a clean wound with 
minimal reaction, minimal scar tissue formation, 
and no infection, secondary repair of nerves and 
tendons will give the best results. The prognosis 
is poor if efforts at primary repair of nerves and 
tendons have failed, and a secondary repair is re- 
quired. (See Figure 18). 

If facilities are available, all severed tendons and 
nerves should be repaired (See Figures 19, 20, 21, 
and 22). Immediate suture of nerves to the hand 
and fingers can give excellent results. Fine, non- 
absorbable suture material should be used. Black 
silk, size 6-0, on atraumatic needles is the suture 
of choice. The suture is passed through the nerve 
sheath only. All trauma to the nerve must be 
avoided, such as handling with hemostats, forceps, 
or retractors. It helps to pass the needle and suture 
through a bundle of fat before using them for su- 
turing a nerve. An accurately sutured nerve with 
minimal use of foreign material will give the best 
result. 

I have actually seen cases in which the surgeon 
sutured the end of a nerve to the end of a 
tendon! 

Nerves can be distinguished from tendons by 
their pinker color, softer texture, small surface 
capillaries, and distinct nerve bundles visible in 
the cut ends. A small artery runs longitudinally 
along the epineurium. 

When suturing nerves in which there are motor 
and sensory components, there must be no axial 
rotation. Such rotation can be avoided by bring- 
ing the ends of the divided artery of the nerve 
sheath into accurate opposition (See Figure 23). 

All severed tendons should be repaired. An 
important exception to this rule concerns flexor 
tendons severed within their sheaths in the fingers. 
Primary suture of tendons in this location rarely 
succeeds in restoring useful function, even though 
the flexor sublimus is removed. Suture of both 
tendons in this area invariably results in failure. 
When divided flexor tendons in the sheaths are 
found, it is sound practice to repair only the skin 
and the digital nerves, leaving the flexor tendons 
for secondary reconstruction. 

There is one location in the digit in which a suc- 
cessful primary repair of a divided flexor tendon is 
possible. This is at the distal crease of the finger 
where movement of the tendons is minimal; in 
other words, in a lesion in which the profundus 
tendon is divided within a few millimeters of its 
insertion into the distal phalanx. Better exposure 
of the area of injury can be obtained by incisions 
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along either the ulnar or radial aspect of the digit 
avoiding the digital nerve and artery. It cannot be 
overemphasized that midline incisions must be 
avoided. 

Divided tendon ends must be accurately op- 
posed. I prefer to use two #5-0 black silk for stay 
sutures, placed about 1 cm. proximally and dis- 
tally from the divided ends, and then #5-0 or 
#60 eye silk on atraumatic needles to approxi- 
mate the edges of the visceral sheath (See Figure 
24). Great care must be exercised in handling 
tendons as well as in handling nerves. The structures 
should be handled gently, never crushed or al- 
lowed to become dry. Fine surgical instruments 
are used. The substance of the tendon must not 
be injured more than is absolutely necessary. 
Also, no knots must be left between the tendon 
ends. 

Locating tendon ends may at times be difficult. 
They may be retracted due to contraction of their 
muscle bellies. Following injury to tendons in the 
palm, it may be necessary to make small, trans- 
verse incisions at the wrist. Through them it will 
be possible to pass tendon ends distally beneath 
the transverse carpal ligament, by the use of a 
guide suture. The distal cut end can usually be 
found by enlarging the original laceration and by 
flexing the involved digit. Divided tendons in the 
wrist can usually be found with little difficulty. 
If necessary, the original wound can be enlarged 
transversely to the radial or ulnar aspect of the 
wrist and proximally along the radial or ulnar 
aspect of the forearm. 

Repair of lacerations of extensor tendons gives 
better results than does the repair of flexors. Re- 
pair of extensor tendons is not as difficult a prob- 
lem as repair of flexors, but still it requires special 
consideration if one is to accomplish the best results 
from it. 

Following repair of the injured structures, the 
pneumatic tourniquet is released, bleeding ves- 
sels are ligated, and pressure is held over the 
wound for a few minutes to control capillary ooz- 
ing. The skin wound is closed with interrupted 
+5-0 black silk. Subcutaneous tissue can be closed 
with interrupted fine, white nylon or very fine, 
white cotton. During the process of repair, the 
wrist and digits must be kept in moderate flexion 
to relax the suture line. If the extensor surface is 
involved, the wrist and digits must be kept in ex- 
tension. Sterile Furacin or Vaseline gauze is then 
applied followed by pressure dressings. The wrist 
and involved digit or digits are immobilized in a 
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plaster splint in such a position as to relax the 
suture line. 


Postoperative Care 


Postoperative care is as important as the opera- 
tion itself. The patient is instructed when in bed 
to keep the hand elevated on a pillow, and when 
up and about to carry the hand and forearm in a 
sling. The patient is given antibiotics daily for the 
first few days; and he is usually discharged from 
the hospital in 3 to 5 days. The skin sutures are re- 


moved in from seven to nine days without remov- 
ing the splint; it is removed in three weeks. Fol- 
lowing this, the hand and forearm are placed twice 
daily in warm, soapy water and active and passive 
exercises are encouraged. Paralyzed muscles should 
be supported until return of motor power. 

It is believed by some physicians that early mo- 
tion will prevent adhesions of the tendons, but the 
opposite seems to be the case. Early motion, re- 
stricted or unrestricted, will favor formation of ad- 
hesions due to irritation of the surrounding tissue. 


The Present Status of... 


Porta-Caval Shunts for Portal Hypertension 


In tHe J.A.M.A., for April 28, 1951, A. H. 
Blakemore reported the results obtained in 111 
cases in which a blood shunting operation had 
been performed for the relief of hypertension in 
the portal circulation. The over-all operative mor- 
tality was 16.2 per cent. In some of the operations 
the portal vein was united with the vena cava, 
while in others the splenic vein was connected with 
the renal vein. 

Blakemore is more optimistic over these opera- 
tions than some other men have been, and his im- 
pression is that they have often worked well. Ob- 
viously, if the blood in the portal system is to be 
got around the liver, these operations are the logi- 
cal ones to perform. 


In the 111 cases of portal hypertension, there 
were 32 with a normal liver and the block out- 
side this organ. In some of these cases the splenic 
vein could not be used because the spleen had 
previously been removed. It should not have been 
removed because splenectomy does not cure portal 
hypertension. 

In other cases the portal vein was thrombosed 
and therefore unusable. In such cases the sur- 
geon used one of the veins in the mesentery. 

Blakemore commented particularly on the re- 
sults obtained in the cases of 51 patients with cir- 
thosis, 47 of whom are now leading practically 
normal lives. In them there has been a decided 
tendency to a reduction in the size of varices. 


Leukemia 


Work being done at the University of California 
School of Medicine by Howard R. Bierman and 
colleagues, as reported in Blood for December, 
1950, suggests that there may be another explana- 
tion for leukemia, one not previously considered. 
The investigators injected enormous quantities of 
white blood cells from leukemic persons into non- 
leukemic volunteers. Blood samples then taken 


from the right side of the heart showed the ex- 
pected elevated white cell count, but after the 
cells had passed through the lungs and reached the 
left side of the heart, it was found that the sur- 
plus had been eliminated. This elimination took 
place within an hour or an hour and a half. The 
question now is, can leukemia be due to a lack 


of proper elimination of white blood cells. 


More About Nor-Epinephrine 


Many years ago, Cannon, working on the de- 
nervated hearts of animals, found signs of two sub- 
stances which he named sympathins. According to 
O. Bayer and his colleagues, writing in Cardiologia 
(Nov. 3, 1950), it appears that sympathin E is a 
primary amine of epinephrine, or arterenol, or nor- 


epinephrine, and sympathin I is identical with 
epinephrine. A number of pharmacologists have 
been showing that there are decided differences 
between the actions of these two closely-related 
drugs. In many ways epinephrine appears to be the 
more useful one. 
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BY WILLIAM A. REILLY, 


Little Rock, Arkansas 


Treatment of obesity in children includes diet, psychotherapy, drugs, exercise, and efforts 


to raise the basal metabolic rate. Diet is the most important part of therapy and there 


are a number of practical reduction diets. About 75 per cent of children who 


Wuat amount of overweight constitutes obesity? 
The proper appraisal of normal weight includes 
relation to age, sex, height, and, very importantly, 
body build. So often appraisers consider only the 
first three factors and judge a child overweight, 
whereas if body build is also included, no over- 
weight exists. Body build includes mainly skeletal 
build and also muscle build. If Pryor’s or Stuart’s 
tables are used as weight standards, body build is 
taken into consideration and a more correct normal 
weight figure is obtained. Woods-Baldwin tables 
may not properly cover the body build factor. Given 
two children of the same age, sex, and height, they 
may differ widely in body build—one having a 
light narrow build and the other a heavy wide 
build, mainly due to skeleton and musculature. I 
consider as obese and in need of treatment those 
children who are 20 per cent or more over this 
ideal weight figure. 

At what age should weight reduction be started? 
I feel that obese children of six years or older 
should be treated. 

How is obesity to be treated? Treatment includes 
diet, psychotherapy, drugs, exercise, and efforts to 
raise the basal metabolic rate in about that order 


stay with treatment attain fairly normal weight within three to six months. 


of importance. Psychotherapy is helpful for con- 
trolling excessive appetite, but it is difficult to carry 
out. 

The first step in therapy is to convince the child 
that he should reduce. The physician can give only 
advice and directions; the patient must be willing. 
A child can be convinced; he must, though, have 
confidence in his physician, and the physician must 
relay confidence in his treatment of obesity to his 
patient. There is no point to proceeding further if 
the patient is not willing; it is a waste of time to all 
concerned. 

Weight reduction of a child should be carried 
out gradually over a long period of time to avoid 
too great a metabolic disturbance, and to cause a 
minimal disturbance of the normal growth proc- 
esses. The loss in the first four to six weeks will be 
greater than later; each week a one- or two-pound 
loss will be satisfactory. Diet is the most important 
part of therapy. 

The reduction in caloric intake should be gradual. 
It is very hard on any overeater to be cut down 
suddenly to nearly basal caloric intake; the pro- 
cedure easily disheartens a child. It is helpful but 
not always possible to obtain a full list of the 
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child’s habitual caloric intake for about one week as 
a take-off point for cutting down. From this point 
the dietary intake can be gradually cut by 250 
calorie steps every three to five days until a desired 
caloric intake is reached which is computed from 
the following table: 


Approximate normal daily caloric requirements by age 
and sex 


Under 1 year 55 
1-3 years 1,200 
4-6 years 1,600 
2,000 
2,500 
Girls 2,800 Boys 3,200 
Girls 2,400 Boys 3,800 


cals. per pound 


total cals. 
7-9 years 


10-12 years 
13-15 years 
16-20 years 


A procedure commonly successful is to give the 
following qualitative reduction diet as a preliminary 
test for the more rigid quantitative diet: 


Qualitative Reduction Diet 


FOODS ALLOWED 
Meats 
steak mutton 
chops 
except pork 
lamb chicken kidneys 
veal turkey liver 


squab 
wild duck 


sweetbreads 


beef, roast 
brains 


Fish and Shell Fish 
Any fish except salmon, shad, sardines, and caviar. 
May eat crab, lobster, clams, oysters, shrimps. 


Dairy Products 
eggs, skim milk, cottage cheese, buttermilk 


Vegetables 


lettuce string beans spinach 
cucumbers 


squash 


tomatoes asparagus 
artichokes 


onions 


celery 

carrots turnips 
radish 

cabbage beets 


mushrooms 


cauliflower sprouts 


eggplant 
pumpkin okra 
canned green peas (petit pois) 
green peppers 


Fruits (fresh, without cream or sugar) 
oranges peaches 


lemons pears 


pineapple 
grapefruit 
strawberries cantaloupe 
watermelon 


blackberries 


Persian melon 
honeydew melon 
loganberries 


raspberries 
Pickles and Condiments 
Clear Soups 


Desserts, any kind, one moderate helping 


Tea, Coffee, and Carbonated Beverages 


FOODS PROHIBITED 
Meats and Fish 
bacon salmon 
ham goose shad 
pork tame duck 
sausage 


caviar 


sardines 
Dairy Products 


butter 
whole milk 


cheese cream 


condensed milk 


Sweets 


sugar chocolate candy 
syrups cocoa 


honey 


Starches 
bread, crackers, rolls, biscuits, muffins of any kind whatever, 
(This means white, brown, graham, rye, gluten, Zwieback.) 
potatoes fresh peas parsnips 
noodles spaghetti 
corn vermicelli rice 

baked beans 


macaroni 


lima beans 


Fruits 
bananas apples apricots 

plums dates 

ripe olives nuts 


grapes figs 


prunes 
cherries 
canned fruits 


Cereals, etc. 
mush porridge 
hot cakes breakfast foods 


Cream Soups 


Avoid fried foods. Saccharine or cylamate sodium may be 
used for sweetening. Take daily vitamin concentrate and one 
gram dicalcium phosphate. 


About one-quarter of obese patients will lose 
satisfactorily on this diet. The average child be- 
tween the ages of 6 and 16 using this diet and 
daily taking three meals of average servings, and 
using some of the listed fruits and vegetables as 
fillers between meals, will ingest about 1,600 to 
2,500 calories daily. 

It has been my experience that most obese pa- 
tients lose better on a quantitative diet. As it is 
more precise, it often impresses them with the need 
to stay on it and there are fewer chances for in- 
fractions. Usually a child eating about 4,000 calo- 
ries daily, who needs only 3,000 to 3,500 between 
12 and 16 years, can be put on 2,500 calories as 
the qualitative diet, and then, if not losing, stepped 
down within a week to the quantitative 2,200 
calorie intake. (See quantitative diets, vegetables, 
and fruits, substitutions, fillers, and school lunches, 
on next page.) 
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Quantitative Reduction Diet 


Food 


butter or oleo 

skim milk 

cottage cheese 

vegetable 3% 

vegetable 6% 

vegetable 20% 

meat, lean 


Protein Fat 
75 20 79 


Calories: 796 


Figures: 


1,200 calories 
Food 


serving 


slice 
square 
. glass 
glass 
-. serving 
serving 
serving 


Protein Fat Cho. 
79 33 101 


Calories: 1,017 


1,500 calories 


serving 


slice 


Vegetable Groupings 
(Average servings—‘2 cup) 


3 per cent 6 per cent 
asparagus beans, green, fresh 
beans, green, canned beet greens 
cabbage broccoli 
cauliflower brussels sprouts 
collards 
dandelion greens 
eggplant 

kale 

kohlrabi 

leeks 


celery 
chard 
cucumber 
endive 
lettuce 
mushrooms 
okra 

peppers, green 
pimiento 
pumpkin 
squash, winter 
turnips 


mustard greens 
parsley 
radishes 
rhubarb 
saverkraut 
spinach 

squash, summer turnip greens 
tomato, fresh, canned 

tomato juice 

watercress 


9 per cent 

beets 

carrots 

onions 

peas, green, canned 
rutabaga 


20 per cent 
artichokes 

beans, navy, lima 
corn 

hominy grits 

lentils 

macaroni, spaghetti 
noodles 

parsnips 

peas, green, fresh 
peas, blackeye, field 
potatoes 

sweet potatoes, cup 


square Fruit Groupings 


All fruits fresh or canned without sugar 
(water pack or juice pack) 
(Average serving—'2 cup) 


glass 
whole milk glass 


cottage cheese ......... . serving 


vegetable 3% 

vegetable 6% 
meat, lean 


serving 
serving 
serving 
serving 
Protein Fat Cho. Protein Fat Cho. 

85 38 137 97 «661 146 


1,230 1,521 


Figures: 


Calories: Calories: 


1,890 calories 2,000 calories 2,200 calories 
Food 
fruit 10% 


butter or oleo... square 


whole milk glass 
cottage cheese .. 
vegetable 3% .. ... 
vegetable 6% .. ...... 
vegetable 20%.. 


meat, lean 


. serving 
serving 
serving 
serving 
serving 


Figures: Protein Fat Cho. Protein Fat Cho. Protein Fat Cho. 


94 93 150 95 106180 101 107 222 


Calories: 1,813 Calories: 2,059 Calories: 2,267 
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5 per cent 
blackberries, canned 
cantaloupe 
strawberries 
watermelon 

plums, canned 
peaches, canned 
honeydew melon 


15 per cent 


apple, 1 medium 

banana, 1 small or 12 large 
cherries, sweet 

figs, 3 fresh 


grapes 

grape juice, 4 cup 
huckleberries 
huckleberry juice 
nectarines 

pears 

persimmons 
pomegranates 


10 per cent 
apple sauce 
apple juice 
apricots 
blackberries 
blueberries 
cherries, red 
currants 

currant juice 
gooseberries 
grapefruit juice 
guava 

lemon 

lemon juice 
limes, 3 medium 
loganberries 
loganberry juice 
mulberries 
orange 

orange juice 
papayas 
peaches, 1 medium 
pineapple, 1 slice 
pineapple juice 
plums, 3 fresh 
raspberries 
tangerines, 2 small 


800 calories 1,000 calories 
B DS BOD 

ia butter or oleo.......... *% 

lerving 
1 1 2 2 = 1 slice 
“3 


1 slice bread 
(“% inch thick) 


1 teaspoon butter or 
fortified margarine 
(% square) 

(1%4" x Ye" thick) 


1 glass skim milk 
(7 ounces) 
1 glass whole milk 
(7 ounces) 
cottage cheese 
(5-6 tablespoons) 


Ya cup 10% fruit 


Ya cup 3% vegetable 


Va cup 6% vegetable 


Ya cup 20% vegetable 


meat, lean 
3 oz. or slice (4x4x1/2"’) 
(beef, veal, lamb, 
ham, pork, fish, liver, 
chicken, turkey, 


Substitutions 

Lean meat, slice 4 x 2 x “% 

American cheese, slice 3 x 3 x Ye 
less 1 teaspoon butter 

Cottage cheese, 3 tablespoons 

Fish, slice 2 x 2 x '2 

Tuna fish, salmon “% cup flaked 

Peanut butter, 4 teaspoons, minus 
1 teaspoon butter 


= % cup 20% vegetable 
= 3 Ry-Krisp 


Ya cup cooked cereal 


= 5 soda crackers (2 x 2) 


2 graham crackers 
8 Ritz crackers 


= 6 vanilla wafers 


1 cup popcorn (no added fat) 


= 1 cup dry cereal 


may 


2 tablespoons light cream 
1 long thin slice bacon 


= 1% teaspoon cream cheese 


= 1 glass buttermilk 


= 1 glass buttermilk plus 2 teaspoons 


butter 
2 slices American cheese 
1 slice meat (3 x 3 x %) 


= 2 eggs 


Ya cup 9% vegetable or 

% cup 3% + 2 cup 6% vege- 
table or 

1 cup 5% fruit or 


= % cup 15% fruit 


“% cup 5% fruit 
2 cup 6% vegetable 
1/6 cup 9% vegetable 


= % cup 5% fruit 
= “% cup 10% fruit 


1/6 cup 15% fruit 
“% cup 9% vegetable 


= 1 cup 3% vegetable 


= 1 cup 9% vegetable 


1 cup 10% fruit 

Ya cup 5% + 2 cup 15% fruit 

Y2 cup 6% vegetable + ‘2 cup 
15% fruit 

1 cup 5% + % cup 10% fruit 

1 cup 2 portions 6% + 2 cup 9% 
vegetable 


= 4 average slices cold cuts = 3 eggs 


1 large veal chop = 3 frankfurters 


= 1 average pork chop minus 3 tea- 


spoons butter 
2 average lamb chops—avoid visible 


. D-Zerta or Cellu or other brands of saccharine 


Sandwich: 


Fillers for Children on Reducing Diets 


. Clear broth, taken at meals or between 


Some of the so-called “5%” vegetables which are really 
less, i.e., celery, lettuce, artichoke, tomato, radishes, cucum- 
bers, cabbage, saverkraut 


or if available, the juice 
of four lemons (% cup) 


%4 teaspoons granular citric acid 
% teaspoons 85% lactic acid 

5 or 6 grains saccharine 

% teaspoon lemon extract 

3-6 drops of green or red food color 

2 quarts water 

Makes 2 quarts. Store in covered bottle in refrigerator. 
Some of this mixture can be placed in ice cube trays and 
frozen for “‘popsicles.” 


. Bran wafers 


6 eggs 1 grain saccharine 

1 cup washed bran Ya teasp 

Method: Separate eggs. Beat egg whites untill stiff. Break 
egg yolks and beat with a fork. Gently fold egg yolks into 
the beaten white. Fold in other ingredients lightly and place 
on pastry pan. Drop by spoonful on waxed paper. Bake in 
a moderate oven 20 minutes. Makes 48. 


(To wash bran—tie in cheese cloth and tie to water faucet; 
let the water run through it until the water comes out clear. 
knead frequently; wring the water out of the bran and 
allow to dry.) 


. Bran muffins 


1 cup washed bran 

2 eggs 

Y% teaspoon salt 

Method: Beat the egg yolks well, add bran and salt, and 
mix well. Beat the egg whites stiff and fold into mixture. 
Make into 6 muffins and bake in muffin tins, greased, in a 
slow oven for 20 minutes. 


A 


gelatine desserts may be used. They come in several dif- 
ferent flavors and can be served in many different ways. 


School Lunch on 1,200 Calorie Diet 


2 slices whole wheat breod 
Filling (choose one): 
1 slice meat—roast beef, lamb, chicken, bologna, 
or sausage, and 1 teaspoon butter for the bread. 
or 
1 egg—hard cooked and chopped 
1 teaspoon mayonnaise to moisten the egg 
1 leaf of lettuce in the sandwich 


Vegetables: % cup celery sticks 


or 
1 di to—can be sliced and put in sand- 
wich 


Choose one: 
3. Fresh pear 
4. Fresh peach 


1. Apple—small 
2. Orange 


One glass of skim milk or one glass of buttermilk 


When this menu is used on the 1,200 calorie diet, 
the 2 cup of 20% vegetable on the supper menu 
must be completely eliminated. 


rabbit) fat Beverage: 
% cup tuna fish, canned—avoid vis- 
ible fat 


= 1 cup salmon, canned 


Important: 
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Scheol Lunch on 1,500 Calorie Diet 


2 slices whole wheat or enriched bread 

Filling (choose one): 
1 slice meat—roast beef, lamb, chicken, bologna 
or sausage, and 1 pat of butter (2 tsp.) for 
bread 


Sandwich: 


or 
1 egg—hard cooked and chopped 
1 tablespoon mayonnaise to moisten egg 
1 leaf lettuce in sandwich 


Vegetable: '% cup celery sticks 
or 
1 medium tomato—may be sliced and put into 


sandwich 
Salad: 1 large carrot cut into sticks 
or 
2 tablespoons cottage cheese (not creamed) 
Dessert: Choose one: 
1. Apple—small 
2. Orange 
3. Fresh pear 
4. Fresh peach 
Beverage: 1 glass of skim milk or buttermilk 
School Lunch on 1,800 Calorie Diet 
Sandwich: 2 slices whole wheat bread (or enriched white 


bread) 
Filling (choose one): ; 
1 slice meat—roast beef, lamb, chicken, bologna 
or sausage, and 1 pat (2 tsp.) butter for bread 
or 
1 egg—cooked and chopped 
1 tablespoon mayonnaise to moisten egg 
1 lettuce leaf in sandwich 
Vegetable: ‘4 cup celery sticks 
or 
1 medium tomato—may be sliced and put in 
sandwich 
Salad: 1 large carrot cut into sticks 
or 
2 tablespoons cottage cheese (not creamed) 
Dessert: Choose one: 
1. Apple—small 
2. Orange 
3. Fresh pear 
4. Fresh peach 


Beverage: One glass (2 pint) whole milk 

School lunch for the 2,000-calorie diet is the 
same as the school lunch of 1,800-calorie diet; in 
addition, at lunch or after school, the child may eat 
one serving of a 10 per cent fruit. 

School lunch on the 2,200-calorie diet is the same 
as the 1,800-calorie diet, plus, at lunch or after 
school, one serving of a 10 per cent fruit and a 
half of a cheese sandwich or one-half of a glass of 
whole milk. 
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I have usually had no great trouble keeping 
adolescent children on these diets down to 1,200 
calories. The diets are filling, due principally to the 
quantity of vegetables and lesser portion of the 
fruit. The calorie intake is lowered to a point where 
weight loss of one to two pounds weekly occurs. 
The loss in the first four to six weeks is sometimes 
quite marked and less so thereafter; if the weight 
remains stationary for more than three or four 
weeks, then the next lower calorie intake is given. 

For adolescents, 1,200 or 1,000 calories (very 
near basal) is the lowest intake commonly needed; 
1,500 calories commonly produces satisfactory 
weight loss; it is rare that the 800-calorie diet must 
be used. As a rule we do not go below basal re- 
quirements. Such semistarvation naturally should 
not be permitted for more than several weeks. It 
is possible to maintain such low-calorie intake with 
appetite reducing drugs. 

The following suggestions have been helpful in 
obese infants and children up to six years of age: 
skim cow's milk up to 32 ounces daily, with only 
5 per cent carbohydrate addition; water feedings 
between mother’s nursings; 3- and 5- per cent vege- 
tables and only 5- per cent fruits and small portions 
of 10- per cent fruits; bread, toast, or crackers up 
to three slices daily with very little butter or oleo- 
margarine; cereals served without cream or sugar 
but with some of the allotted skim milk and sac- 
charine; lean meats; an egg daily; all servings to 
be average single ones; fillers; daily extra vitamins 
as concentrates and one gram dicalcium phosphate. 

The various diets are adequate in protein for 
growth and development; they are quite well bal- 
anced; they are bulky enough for satiation; they 
are attractive in taste and not too monotonous be- 
cause of the list of substitutions. These substitu- 
tions allow the adolescents to attend parties or 
eat at the school cafeteria. All of the food does not 
have to be eaten at a meal. On the 1,500- and 
1,800-calorie diets some of the vegetables, or other 
foods, on the diet are fillers and can be eaten after 
school or before retiring at night. This is helpful, 
for many of these children are very hungry at these 
times. 

Liquid restriction is worth-while if there has 
been too much intake. Each of the measured diets 
calls for at least 21 ounces of liquid as such, in 
the form of milk. This can be supplemented by 
noncalorie liquids up to minimum fluid require- 
ments (see table for fluid requirements). Often 
patients will lose appreciably in the early weeks of 
reducing if excessive fluid intake is cut to normal. 


45 


Excessive salt intake tends to excessive fluid in- 
take, so that it is well to restrict sodium chloride 
additions to food. Food can be cooked with an ordi- 
nary amount of salt and seasoning. Nonlithiated 
salt substitutes (Neo-Curtisal) can be given to sat- 
isfy a salt appetite. 


Drugs, Psychotherapy, and Exercise 


Drugs are used only in conjunction with diet 
and exercise. Drugs inducing anorexia or raising 
the basal metabolic rate are necessary usually in 
about half of the patients. They should be used 
only as an aid when it has been demonstrated that 
adequate calorie restriction has not reduced weight 
satisfactorily. 

Thyroid has its greatest effect due to its calori- 
genic action and not because the patient lacks much 
of this hormone. He may have some hypothyroid- 
ism but not much, and this is secondary. Great 
doses often are necessary before the desired effect 
is obtained. Thus, on exceptional occasions I have 
seen a 190-pound, 15-year-old, who should weigh 
only 115 pounds, require as much as ten grains 
daily of a potent thyroid extract before the weight 
went down satisfactorily, and nervous and cardiac 
symptoms appeared. Ten grains of thyroid sub- 
stance is a very large dose. I should certainly not 
advise usage of such doses in the average case for 
control of the patient could be lost, and serious 
toxicity could develop from continued ingestion of 
such an amount. 

Propadrine hydrochloride, _d-desoxyephedrine 
hydrochloride, d-amphetamine, and Benzedrine are 
given in that order of preference. The first two 
are less likely to induce nervousness or insomnia. 
A small dose of these may induce marked anorexia 
which worries both the patient and the physician. 
Give at the start 5 mg. doses before breakfast and 
mid-afternoon, and increase by a 5 mg. dose once 
daily every three to four days until hunger dis- 
appears. Occasionally children will be too nervous 
or will not sleep well when taking amphetamine, 
but this is rarely the case with Propadrine. 

Often, drugs can be stopped as the patient loses 
sufhcient weight, or the drugs can be used inter- 
mittently—for instance, for three of each four weeks 
if weight loss is satisfactory or if too many adverse 
complaints occur. Some patients rapidly become 
tolerant, especially to amphetamine. 

I have not had extensive experience with psy- 
chotherapy, but what experience I have had _ has 


not yielded as good results as diet alone. Close 
questioning of patients and families has not yielded 
much indication of a psychoneurosis in an obese 
child. It is true, however, that some families eat 
more than needed without realizing this excess. 
Also, obese adolescent girls often are self-conscious 
about their condition, and may stay by themselves, 
or be left out of some activities by their contem- 
poraries. They thus lead sedentary lives, sitting 
about home and eating for diversion and pleas- 
ure, or by habit. One should use psychothera- 
py by pointing out the disadvantages of poor ap- 
pearance, possible ill health (diabetes in later life, 
etc.), and urge activity and association with others, 
appealing to a sense of pride and self-confidence. 
Psychotherapy needs further use and exploration in 
the case of the obese, and it should prove helpful. 

Exercise is in order in all cases except when con- 
traindicated, as in active Legg-Perthes disease, ad- 
vanced heart disease, and like conditions. The more 
prolonged and vigorous the exercise the better; the 
child should exercise until perspiring for at least 
some time. 


Prognosis 


Nature will “cure” only about one-third of obese 
children; this change is likely to occur with 
puberty. But it is a mistake to expect this physio- 
logic correction or to wait for it. I have obtained 
the best results with diet, exercise, and drugs com- 
bined. About 75 per cent of patients so treated at- 
tained fairly normal weight. This was achieved in 
about three to six months. I continue the reduction 
diet until the patient is at the ideal normal weight, 
or no more than ten per cent above this poundage. 

About one-third of the obese children will not 
continue therapy until good results are obtained. 
“Policing” is very necessary. Especially in the early 
months, all obese patients need to be shown much 
interest. They need convincing and sympathy to 
gain their co-operation in this trying routine. 

After the period of treatment, about one-half of 
them can safely return to a normal diet and can 
control their tendency to overeat. About 20 per cent 
of obese children do not lose weight when, sup- 
posedly, they are on markedly restricted calorie and 
fluid intake; in most of such cases they are eating 
more than the prescribed diet. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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‘% BY RICHARD A. KERN, M.D. 
Temple University School of Medicine, Philadelphia 


By the sheer weight of their numbers, the aged are forcing themselves on the attention of the 
e medical profession with problems that are snowballing in every field of human activity. The com- 
* plexion of medical practice has been radically changed by this increasing proportion of the aged. 
Today, every physician must be a geriatrician and practice geriatrics in his daily work. 


Bi Tuere is nothing new about the problems of old 

oe age: Methuselah and the Methuselah family knew 
all about them. Cicero wrote his De Senectute 
over two thousand years ago, and the dismal twelfth 

» chapter of Ecclesiastes was written long before 
that. But until recently the aged posed no major 
problem simply because there were so few. 

In Cicero’s time the average length of human 
life was 23 years. In a.v. 1000 in England it had UNITED STATES—1 
increased to only 35 years. In 1900 in the United On 
States it was 47 years. In India today it is still only 
27 years. But today in this country the average life 
expectancy at birth is just a fraction under 70 
years: in half a century an increase nearly as great 
as that in the preceding twenty centuries. 

As a result, the aged make up a much greater 
proportion of our population than they once did. 
In 1850, only 2.6 per cent of Americans had 
reached the age of 65. In 1950, 8 per cent were 
over 65, and if this trend continues, then in 1980 
they will be 14.5 per cent of our population. 

This change is moving at an appalling speed. Be- 
tween 1930 and 1940 our total population increased 

4 7 per cent, but those over 65 increased 35 per cent, 
or 5 times as fast. In the last decade the change 
is just as great. 


ENGLAND-1000 A.D. 


Life Expectancy 35 yrs . * 


Life Expectancy 47 yes 
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By sheer weight of their numbers the aged are 
forcing themselves on our attention with problems 
that are snowballing in every field of human ac- 
tivity. 


i; W 
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Basic Economic Needs 


Since thrift is not a common virtue, scarcely 5 
per cent of those over 65 have saved enough to be 
self-supporting. Only 25 per cent are still working. 
Therefore 70 per cent of these oldsters are now 
supported by others. Now please note that those 
over 65 today comprise 11 per cent of those over 
18, the workers, or 8 workers for every oldster. But 
in 1980 the oldsters will be 20 per cent of those 
over 18, or only 4 workers to every oldster. It is 
clear that more and more aged must be supported 
by fewer and fewer young. 

The basic economic needs of all persons are of 
three kinds: Subsistence (such essentials as food, 
clothing and shelter); Care Cunskilied help for 
those unable to help themselves: children, the in- 
firm, the handicapped); and Treatment (the cost 
due to illness). 

Let us consider briefly how these basic needs 


have been and are now being met in the aged. 

Subsistence is best met by the individual who 
can support himself by his savings or, better still, 
who can continue to work. The sweetest bread is 
that earned in the sweat of one’s brow; the bitter- 
est, the bread of charity. 

Support of the aged by their children was the 
usual solution of this problem throughout past 
ages. But today there are fewer children and there 
is no room for a parent in our tiny houses and 
apartments. Among 2,000 applicants for admission 
to a certain home for the aged, 95 per cent had no 
living children, and among the remainder, many 
children were too old or infirm, rarely unwilling, 
to help their parents. 

Government has therefore been taking over the 
problem more and more with old age pensions and 
social security benefits. Laudable as these measures 
are in principle, they nevertheless have some seri- 
ous defects in practice. 

State old-age pensions depend on the wealth of 
the state that pays them. They ranged in 1948 from 
a low of $18.79 a month in Mississippi to $70.63 
in California. But the basic cost of living per couple 
per month then was $125 to $152 a month. Old 
age pensions therefore fell short of providing even 
the barest subsistence. Well, why not higher pen- 
sions? Because it would be too expensive. A pen- 
sion of $75 a month at age 63 would cost over 12 
billions of dollars a year today. That is the pension 
that California established in 1948, and a year 
later raised the age to 65 because of the threat to 
its solvency. 

Social security programs as well as state old-age 
pension plans have another serious defect: they are 
not on a sound actuarial basis, but on a pay-as-you- 
go plan, benefits to the aged coming out of current 
tax income rather than established reserves. Tax 
income, and therefore such benefits, will vary with 
ever changing factors, not only of economic condi- 
tions, but the unforeseeable threats of war and 
disaster. 

Private pension plans, whether they are for pre- 
miums paid by an individual to an insurance com- 
pany or set up by industries for their employees, 
are rapidly becoming an important source of funds 
for subsisting the aged. In 10 years those covered 
have increased from 600,000 to over 10,000,000, 
and the coverage is good, for only 25 per cent of 
such pensions were for less than $100 a month, 55 
per cent were for $100 to $125, and 20 per cent 
were for over $125. Moreover such plans are on a 
sound actuarial basis. 
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But industrial pensions have this weakness. In 
bad times, not necessarily of a general nature but 
in a particular company (e.g., when a new inven- 
tion makes an old product obsolete), there will be 
trouble in meeting pension payments, unless there 
are strong cash reserves. Only the biggest corpora- 
tions could set up such reserves and so weather a 
prolonged depression. 

There is another ghost at every pension feast. 
What will the dollars, laid away in premiums, to- 
day buy as pensions in future years? No one is so 
cruelly hurt by the shrinking value of an inflated 
currency as the oldster on a fixed income from pen- 
sion or savings. 

Bare subsistence, then, has its many-sided prob- 
lems for the aged. But those problems soar when 
the need for “care” is added by reason of infirm- 
ity. Care, when purchased for a single individual, 
costs at least two and a half times as much as sub- 
sistence. Care is cheaper only when given free by 
the members of a family or dispensed to larger 
numbers of needy in an institution. 

Homes for the aged have therefore been pro- 
vided by government at the community level (city 
or county) through taxation to meet the need of 
the aged for care. There is only one criterion for 
admission: indigency. Those who are admitted can 
therefore have no selection of their company. Fur- 
thermore, the standard of living is kept down to 
the lowest possible level—the taxpayers see to that. 
Such “homes” therefore all too often deserve their 
original name—“Poor House.” 

Homes privately supported by special groups—a 
religious body, a fraternity, a trades-union, a pro- 
fession, a racial clan—are more than ever perform- 
ing a valuable service to the aged. A matter of 
pride to their sponsors, they offer generous stand- 
ards seasoned with personal interest and in pleas- 
ant surroundings to beneficiaries of similar back- 
ground and viewpoint. Little wonder that their 
greatest present concern is the growing waiting-list 
of applicants. 


Hospitalization for the Aged 


When illness enters the picture, and treatment as 
well as care and subsistence must be provided, the 
cost rises to ever greater heights. Dublin in 1940 
reported that the average number of disabling sick- 
days per year for policy holders of the Metropoli- 
tan Life Insurance Company was 6.9, but for those 
over 65 it was 35. In a home for the aged of 
which I have knowledge, the guests, whose average 
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age is 79 years, have 91 sick-days during each year. 

It is easy to see, then, why the beds of our gen- 
eral hospitals are largely filled by the aged. Yet 
those beds were intended primarily for those acutely 
ill, or those needing some special diagnostic or ther- 
apeutic facility. Such beds are therefore the most 
expensive to maintain. It is financially unsound to 
fill them with aged patients who require little be- 
yond some very simple nursing care. 

We desperately need a new type of hospital for 
the aged—a glorified infirmary to meet their simpler 
medical and their rursing needs but located near 
enough to a general hospital to be served by the 
latter's facilities and staff. In a small community 
this could be a floor or a wing of a general hospital. 
When possible it should be a separate building, 


but close to the general hospital. 


The growing cost of treatment for all patients, 
not only the aged, is too well known to you to call 
for any emphasis by me. However, the economic 
problem presented by the aged has particularly 
brought into focus the matter of providing for the 
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cost of catastrophic illness. We prepare for most 
other possible catastrophies by suitable insurance. 
Therefore, it is logical that the cost of major illness 
should also be met by insurance. 

The chief question at issue in this field today is 
whether to do this by voluntary plans or by com- 
pulsion through government. This, in turn, raises 
serious questions not only in economic, but in the 
political structure and philsophy of our nation, far 
beyond the scope of this presentation. But these 
points deserve mention: 

First, it should be remembered that the cost of 
hospitalization, the thing for which the patient gets 
a bill, consists of two things: the hospital’s charges, 
and that which the doctor gets. Most laymen think 
that the doctor's services are largely responsible for 
the high cost of major illnesses, and so are easily 
persuaded to side against the medical profession in 
seeking a way to meet the high cost of “medical” 
care. Actually, the physician’s services are only a 
small fraction of the cost of an illness that puts a 
patient into a hospital. 

Compulsory health insurance is in essence a form 
of taxation, which would produce huge sums that 
could all too easily be diverted to pressing current 
needs, so that eventual benefits to the insured 
would have to be raised by future taxation. Gov- 
ernment would not subject itself to the stringent 


controls that safeguard voluntary plans. Nor would 
such compulsory insurance be administered in the 


economical manner that now obtains in the volun- 
tary field. The cumbersome bureaucracy of every 
compulsory system in other lands is eloquent testi- 
mony to that fact. 

Above all, such a compulsory health insurance 
program would be a long and irreversible step in 
the direction of state socialism. The events in 
Great Britain certainly point that way. 

No, there is no one solution for the economic 
problems of old age. We must study and try var- 
ious plans and approaches; we must figure their 
costs, and our ability to meet those costs. 

Now let me call your attention to a basic eco- 
nomic principle: The standard of living of any na- 
tion is a direct function of the total production of 
its people. If in this country more and more aged 
must be supported by less and less workers, then 
we will inevitably have a lower standard of living, 
unless our production per individual worker in- 
creases (and that has its limitations), or more old 
people stay at work. 

Here lies the great challenge to physicians today 
—to see that human strength, vigor, and produc- 


tivity, as well as years, shall be prolonged as far 
as may be. 

But this is also an economic problem. Enforced 
retirement at an arbitrary age is not always a de- 
sirable principle in industry. Rules should be more 
elastic to permit health and strength as well as age 
to weigh in the balance. There is need for new 
kinds of jobs geared to the ability of those too old 
for more strenuous effort; jobs in which they can 
work at a slower pace, for shorter hours and per- 
haps less pay, but needing less or no pension; 
above all, being happier in continued usefulness. 


Political Problems 


There are political problems inherent in an aging 
population. Those over 65 now comprise 12.5 per 
cent of those over 21, the voters, and by 1980 they 
will be 25 per cent of the qualified electorate. So 
large minorities of this size have carried elections. 
But that isn’t news in California, where everyone, 
especially the politicians have long been aware of 
this. Promises are made, some in good faith, others 
obviously with no hope of fulfillment. California 
in 1949 found a $75 pension at age 63 too expen- 
sive. Yet last year | heard a candidate for governor 
promise $100. 

There is a sinister aspect to this political angle. 
It is easy to sell the idea of the “welfare state” to 
the impecunious aged and aging. Unscrupulous 
politicians see here a means to power at the sacri- 
fice of democratic principles. The slogan of the 
Roman politicians, “Bread and Circuses,” has been 
boiled down to a single word today—“security.” 
Remember that even Hitler did not seize power, 
but on the basis of promises of a happier lot was 
voted into office in an honest election. The subtle 
poison of the welfare state destroys bit by bit and 
irrevocably the personal freedom of its citizens. 

Our aging population also raises problems in 
philosophy, in religion, in building construction, 
and in a long list of other human activities. But I 
need tell you no more to convince you that, in the 
light of these manifold problems of an aging popu- 
lation, the medical problems become all the more 
important. The physician’s aim must be not only 
to prolong life but to preserve physical and mental 
health and efficiency as long as possible—in the 
words of Stieglitz, to add life to years, not just 
years to life. 

I need not attempt to define old age. Physicians 
know the subtle and minimal deteriorations in 
structure and function of every organ and tissue 
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that eventually add up to a picture that every lay- 
man can recognize. Atrophy is the commonest proc- 
ess in aging, often with replacement of more vital 
cells by fibrous tissue. In the very old, the heart is 
last to experience its ravages; no one gets older 
than his myocardium permits. I need not detail 


the specific changes in the skin and mucous mem- 
branes, the loss of elasticity in blood vessels, espe- 
cially the arteries, the atrophy of skeletal and of 
smooth muscle, the demineralization of bone and 
atrophy of cartilage, the loss of alveolar septa in 
the lungs, and the atrophy and fibrosis of liver, 
spleen, kidneys, pancreas, and endocrines. The 
brain, longer spared than most tissues, eventually 
is similarly affected, but its sensory receptors Ceyes, 
ears, sensory nerves) show constant, characteristic, 
and often early deterioration. 

Deteriorations in function go hand in hand with 
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the structural changes. The diminished capillary 
bed of the skin is responsible not only for the 
lessened ability of the aged to stand the cold, but 
for their difficulty in dissipating heat through the 
skin and so to stand hot weather. The atrophy of 
many sweat and sebaceous glands makes the skin 
more vulnerable to soap and detergents. In the di- 
gestive tract, lack of teeth can impair nutrition, 
gastric achylia interferes with digestion, and 
atrophic musculatures cause constipation. The di- 
minution of endocrine function, aside from the 
cessation of activity of the gonads, is probably of 
great importance in the progression of the processes 
of aging. The role of the pituitary deserves particu- 
lar study, since diseases of that gland (progeria, 
Simmonds’ disease) are attended in earlier years 
by changes that are characteristic of senility. 


Mental Deterioration 


Last to deteriorate is the mind. Long after evi- 
dences of aging are present in other functions, the 
mental activity continues at a high level of eff- 
ciency. Perhaps that is why no one thinks himself 
old, even though he is aware of the physical limi- 
tations of an aging body. Yet here, too, there come 
changes, much as gradual failing of memory, and, 
in the realm of the psyche, a soberer outlook on 
life, with conservatism, fatalism, lessened en- 
thusiasms, and frank pessimism. 

To practice sound geriatric medicine, the physi- 
cian must have a knowledge not only of these 
changes in structure, function, and psyche, but of 
the time and order in which they are likely to 
occur, much in the same way that the pediatrician 
knows the normal data on height, weight, struc- 
ture, function, and intelligence from birth to 
puberty. But the problem in general is more difh- 
cult in old age than in childhood, especially in 
differentiating between what is “normal” for a 
given age and what is exaggerated and pathologic; 
for example, between normal vascular fibrosis and 
the disease arteriosclerosis. A practical rule is to 
consider changes as normal if they do not interfere 
with function as expected for that age. 

It is particularly difficult to distinguish between 
the normal and the abnormal in the realm of mind 
and psyche. Forgetfulness may merge into patho- 
logic loss of memory. Pessimism may be justified 
by the threat of poverty, unemployment, or illness, 
but may be magnified or distorted beyond reason 
into extreme miserliness or a suicidal depression. 

To evaluate an emotional reaction as normal or 
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abnormal requires a full knowledge of the patient 
and his social environment. It is easy to overlook 
loneliness as a cause of psychic change. Yet loneli- 
ness is one of the greatest trials of aging, through 
the loss by death of one’s spouse and contempo- 
raries. The aged also make matters worse by not 
trying to be agreeable to those about them, in order 
to offset in a measure their own inability to con- 
tribute in a material way to the household. Such 
failure to be pleasant in manner and thoughtful in 
action begets hostility in the family. To loneliness 
is now added discontent, and these smouldering 
emotions soon find expression in symptoms and 
complaints. All this must be kept in mind by the 
physician in evaluating the psychic status of his 
patient. 

Our knowledge of the mechanism of the proc- 
esses of aging is still limited. Just as there are nu- 
tritional and endocrine factors that speed or retard 
growth and maturation in the young, so there must 
be factors that similarly influence decadénce. Defi- 
ciencies and the composition of the diet, not only 
through the years, but at critical periods of growth 
and development may determine the durability of 
various tissues. The fluorine intake in childhood 
with relation to the resistance of the teeth to caries 
is an example. Another is the possible role which 
the cholesterol-lipid ratio in the diet plays in the 
development of atherosclerosis. That the endocrine 
glands are concerned in the processes of aging is an 
inescapable conclusion, but there is as yet no ac- 
curate knowledge. In the realm of the psyche, early 
influences have an important relation to the mental 
problems of the aged. Attention to mental hygiene 
in youth should therefore pay dividends in better 
adjustment and greater happiness in old age. Hered- 
ity is perhaps the most important single factor in 
determining an individual's longevity, but we know 
little of its mode of operation. There is great prom- 
ise that we shall some day be able to practice an 
intelligent prophylaxis in geriatrics and to effect 
a real prolongation of the life span. 


Treatment 


Today our efforts are chiefly to help an individ- 
ual to live out his expected life span in health and 
happiness. This means not merely the prevention 
and cure of disease, but particularly the prescrib- 
ing of a proper mode of life for the aging and the 
aged. 

This prescription has four ingredients: Work, 
Rest, Diversion, and Moderation in all things. 


Work is the best means to preserve strength and 
function. The wheel that doesn’t turn, rusts. Fac- 
ulties and skills that are unused will weaken and 
atrophy. Therefore “work” means the performance 
of physical and mental exercise and as many 
things as the individual knows how to do, as often 
as it is feasible to do them. 

Work is the most important means to happiness. 
We have grown up only when we realize that 
work in itself is enjoyment; it should be a part of 
our daily life as close to its end as possible. 

Retirement may, however, be forced upon us or 
the individual may seek retirement from gainful 
occupation. The question then arises, what shall 
he do in retirement? That question is easily 
answered by the man with many interests. He can 
look forward to retirement as a welcome change 
from earlier drudgery to pursue hobbies and avo- 
cations to his heart’s content. But tragic is the lot 
of the retired man who has known only his work. 
He thinks he will turn to a hobby, but hobbies 
aren't acquired that easily. They must begin in 
vouth and be cultivated through the years if they 
are to be satisfying in later years. 

Rest in regular frequent doses is an increasing 
necessity not only as a restorative but to prevent 
undue fatigue. The after-lunch siesta should be in- 
serted into the working day of the-elderly. Vaca- 
tions should be longer with advancing years, and 
it is better that they be multiple. 

Diversion is at all ages an indispensable ingredi- 
ent for health and happiness, but particularly in 
the declining years with their increasing hours of 
leisure. But diversion is considered by too many 
to be the same as amusement, and amusement is 
mostly of the passive variety—movies, the radio, 
television; reading, of the newspaper- and comic- 
strip variety. Yet it is far more soul-satisfying to 
make music than simply to listen to it, to draw a 
picture or model a figure, to whittle on a stick, or 
to study a new subject or read a thought-provok- 
ing book and discuss it with a friend. We should 
divert ourselves actively, rather than sit idly by 
while others act, feel, and even think for us. 

But to do such things well in our old age, we 
must learn how to do them when we are young. 
To grow old happily we must accumulate not 
merely money in the bank, but inner spiritual re- 
sources on which to draw for real enjoyment. 
Everyone expects some day to attain old age. 
Therefore education and training in youth, as 
early as the high school age, should include prepa- 
ration for old age as well as for the earlier years. 
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Most important in this respect is, to teach people 
how to continue to educate themselves by self- 
imposed disciplines after formal education is over. 

Moderation is the watchword that applies not 
only to work, rest, and diversion but also to diet, 
habits, and personal hygiene. 

Diet calls for two cautions: moderate intake and 
proper balance. Obesity is the commonest disease 
in the United States. The aged are very prone to 
it, since one by one other physical pleasures have 
been outlived or denied and there remain only 
the joys of the table. Yet obesity is itself the great- 
est single threat to longevity: it takes a lean horse 
for a long race. 

Unbalanced diets are commoner in old age than 
at any other time of life. The chief reasons are 
poverty, poor dentition, whim, and caprice that 
the aged indulge in their second childhood with- 
out the parental controls that obtained in the first, 
and most frequent, the fact that it is too much 
trouble to cook a proper meal or to go out to eat. 

Alcohol is permitted in moderation, especially 
at the end of the day. But it should not be pre- 
scribed for those who are prejudiced against it. 
Nor should one permit excesses. But I am re- 
minded of Perry Pepper’s story about his ancestor, 
Benjamin Franklin, who as an old man, objecting 
to his physician’s ban on alcohol, reminded him 
that one sees more old drunkards than old doctors. 

Tobacco should be forbidden in the presence of 
cardiac, especially coronary, disease and of periph- 
eral vascular insufficiency. Otherwise it may be 
permitted in moderation. With the very old, to- 
bacco must be rationed, else they would be smok- 
ing incessantly. Smoking in bed by the bedfast 
must not be allowed unless someone is present. 

Sexual intercourse is largely limited by nature, 
but moderation may have to be advised. I am re- 
minded of the old saying that an old man’s three 
worst enemies are a well-stocked wine cellar, a 
good cook, and a young wife. 

Bathing should not be required of the aged 
oftener than once or twice a week, because the 
effect of soap on their dry skin may induce an 
eczema. 

The state of the bowels needs attention in the 
aged not only because of a tendency to constipa- 
tion, but because they are forgetful and may mis- 
represent the facts. This calls for a simple way of 
recording bowel movements in the bathroom. For 
constipation a mild laxative is to be preferred over 
the indignity of an enema. 

Urination needs consideration in the aged, espe- 
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cially men with early prostatism, lest holding 
the urine too long precipitate acute retention. 
Fifty years ago, my old family doctor, B. F. Hinkle, 
then in his eighties, used to say to me: “My boy, 
void whenever you get the chance, whether you 
feel like it or not. You never know when the next 
chance is coming.” 


Basic Rules for Guidance of the Aged 


We must also advise those who are looking after 
old people, especially their children and relatives. 
Here are some basic rules for their guidance: 

No house is big enough to hold two families. 
Therefore the aged are best off in their own home. 
But if infirmity necessitates removal into the home 
of a relative, then the room assigned to them 
should be furnished as far as possible with things 
from the old home: pictures, a favorite chair or 
desk, as ties with the past. That room is their 
palace, never to be entered save with their per- 
mission. 

Never should a couple be separated. 

The aged should be encouraged to continue their 
old friendships and to form new ones. They should 
be stimulated to go to church, club, or lodge and 
to observe anniversaries and significant occasions. 

They should receive some spending money, pref- 
erably as a reward for duties performed or under 
some scheme that would suggest it was due them, 
such as a loan on which high interest is paid. 

They should be given the chance to be useful in 
the household. The young so often fail to appreci- 
ate how much the sense of uselessness plagues the 
aged, and so, finding it easier to do something 
themselves than to wait for the oldster to do it, 
they rob the latter of this bit of satisfaction. 

The aged should be encouraged to be neat in 
dress and personal appearance. 

Nothing is so flattering to the aged as to seek 
their advice. 

Above all, they should be shown affection. They 
are happiest in the knowledge that they are loved 
and welcome. 

When the aged are ill, they are best cared for 
in their own homes. They should be hospitalized 
only if the illness or other circumstances demand 
it, or if the patient himself requests it. 

Nursing is of great importance, especially at 
night. Delirium in severe illness, or confusion at 
any time is much more frequent at night, espe- 
cially if the patient has recently been moved to a 
new environment. The oldster awakens and im- 
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agines himself elsewhere, gets up to go to the bath- 
room in the direction remembered in a former 
home and falls down a stairway instead. There- 
fore in severe illness a night nurse is indispensable. 
At all times, in health as well as illness, there 
must be a night light burning in the oldster's room 
so that he can get his bearings. 

Even in illness the patient should be allowed 
bathroom privileges whenever possible. A com- 
mode at the bedside is much to be preferred to a 
bedpan. 


Diseases of the Aged 


The complexion of medical practice has been 
radically changed by the increasing proportion of 
the aged in the population. Two significant 
changes are worth mentioning: the altered inci- 
dence of the kinds of diseases, and the change 
in the clinical picture of some diseases. 

In 1900 the nine leading causes of death were 
in this order: pneumonia, tuberculosis, diarrhea, 
heart disease, kidney disease, apoplexy, cancer, 
bronchitis, and diphtheria. Now they are heart 
disease, cancer, deaths by violence, apoplexy, kid- 
ney disease, pneumonia, tuberculosis, prematurity, 
and diabetes. The deaths by violence until 1948 
were headed by automobile casualties, but since 
1949 they are most often the result of accidents in 
the home. Those over 65 contribute 40 per cent of 
all accidental deaths, chiefly by falls in the home. 

Disease pictures in the aged are at times modi- 
fied by reason of diminished sensation. Fractures 
and wounds are less painful and so permit earlier 
ambulation. Biliary and renal colic are less fre- 
quent and less severe. Peptic ulcer may be painless 
and accompanied by little or no indigestion. As 
Rolleston has said, “The organs in the aged suffer 
in silence.” 

Let me now turn to some practical points about 
various diseases as they occur in the aged. 

Cardiovascular diseases far outweigh all others 
both in numbers and severity. The chief ones are 
arteriosclerosis, apoplexy, myocardial sclerosis and 
failure, arrhythmias, coronary artery disease, hy- 
pertension, thrombosis, and embolism. I should 
like to briefly mention three of them. 

Alvarez has ably stressed the importance of “the 
little strokes,” the cerebral vascular accidents that 
occur in the aging and the aged, years and decades 
before the patient finally dies; “little strokes” with 
only transient minor paralyses or fainting, but leav- 
ing in their wake a wrecked mind and body that 
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from then on are never again capable of erstwhile 
performance. 

I learned this lesson early in my career and have 
preached it to my students ever since. Thirty years 
ago a motorman noticed sudden weakness in his 
left arm. With his right hand he turned off the 
controller and then stopped the car with the brake. 
He walked to a nearby police station and was 
brought to our hospital, where hypertension was 
found and the weakness of the left arm confirmed. 
There never was a moment of unconsciousness, 
and on the following day the weakness of the arm 
disappeared completely. One week later, while sit- 
ting in the sun parlor of the hospital, he fell un- 
conscious from his chair and was found to have a 
complete right hemiplegia, and in 12 hours he died. 
Now, said we, we can prove that he had a major 
apoplexy in the left hemisphere that killed him, 
and a little one, or more probably a vascular spasm 
in the right hemisphere that caused only mild, 
transient symptoms. At autopsy there was a recent 
hemorrhage in the left lenticulostriate area, the size 
of a hen’s egg; but on the right side in the same 
area was an older hemorrhage just as big, only it 
had failed to cut the wires and had stopped short 
of major tragedy. “Little” strokes may be “little” 
in terms of apparent effects, but mighty big in ac- 
tual extent and total damage. 

Thromboses in venous channels and subsequent 
pulmonary infarctions are more frequent than 
coronary and other arterial thromboses. Many are 
overlooked by being called “pneumonia.” Barnes 
reported that 16 per cent of surgical deaths occur- 
ring in the Mayo Clinic were due to pulmonary 
embolism and infarction. The routine pre- and 
postoperative use of anticoagulant therapy pre- 
vented a good proportion of such deaths, especially 
in those over the age of 60. 

Mesenteric thrombosis is one of the commonest 
intra-abdominal catastrophies in the aged. Certain 
death can be avoided only by early diagnosis and 
prompt operation. 

Nephritis is rather late in old age. Therefore 
uremia in an old person should suggest the like- 
lihood of an extrarenal cause, notably obstruction, 
as in prostatism, stone, tumors, and strictures. 
Hematuria is comparatively common, and, if ma- 
lignancy is ruled out, can be on the basis of a be- 
nign simple capillary hemorrhage, such as is often 
seen in skin or conjunctiva of the aged. 

Cancer is the most serious disease of the diges- 
tive tract, even in advanced years. In the very 
old, cancer progresses more slowly and is often 
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latent. Gastric cancer may become evident only 
through its metastases. Cancer of the cecum 
through occult bleeding can produce a picture that 
suggests pernicious anemia. 

Diverticulitis, acute and chronic, presents clini- 
cal pictures that can suggest infection, obstruction, 
and neoplasm. 

Appendicitis in the aged develops more slowly 
and so may simulate intestinal obstruction. 

Gastric achylia is the commonest abnormality of 
the digestive tract. Often symptomless, it never- 
theless is evidence of an atrophic gastritis that can 
influence nutrition more than we realize. It can 
cause flatulent indigestion and diarrhea, and may 
be a precursor of cancer. 

Acute viral hepatitis, both of the infectious and 
the homologous serum variety, is not rare in old 
age, when it tends to be more serious and of longer 
duration. 

Chronic bronchitis is a common respiratory ail- 
ment in the aged and usually on a benign basis: 
mild bronchiectasis, chronic infection, poor circu- 
lation, low-grade allergy, chronic nasal sinusitis, 
and excessive smoking. But every case must be 
studied to rule out more serious disease. This calls 
for roentgenography, bronchoscopy, and aspiration 
and study of bronchial secretions for bacteria and 
malignant cells to rule out tuberculosis and neo- 
plasm. 

Pulmonary tuberculosis, contrary to what you 
might imagine, has its highest mortality in males 
over 65. The disease moves slowly, unrecognized 
for years, during which the oldsters with their 
“bronchial” trouble are careless with their sputum, 
to the danger of all in the household. 

Pneumonia of all types is common in the aged. 
Although modern treatment has proved highly ef- 
fective, the great majority of pneumonia deaths oc- 
cur in the aged. Pneumonia in the aged, as in the 
insane, may be practically afebrile. The doctor who 
has once been embarrassed at the necropsy table 
by a massive pneumonia that he never suspected 
will be more careful and regular in examining the 
chest of an aged patient. 

Among endocrine disorders, diabetes is the com- 
monest. Relatively mild, it is often overlooked 
even in hospitals, where the usual early morning 
specimens of urine are likely to be sugar-free. It 
would be better to collect routine specimens one 
hour after the main meal. The disease is often in- 
adequately treated in earlier years, and though the 
patients rarely die of coma, they do develop the 
Kimmelstiel-Wilson type of nephritis and arterio- 
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sclerotic gangrene more often than if treatment 
had been more thorough. 

Thyrotoxicosis in the aged is at times over- 
looked in those with small goiters and few or no 
eye signs. They complain of cardiac symptoms, 
weight loss or diarrhea, and so are wrongly be- 
lieved to have heart disease, dysentery, or some 
hidden neoplasm. In the treatment of thyrotoxi- 
cosis in the aged, we must remember that the dis- 
ease is a grave threat to the heart. Therefore, the 
best treatment is the one that speedily returns the 
metabolic rate to normal. That means thyroidec- 
tomy, unless there are other serious contraindi- 
cations. 

Hypothyroidism is also not uncommon in old 
age and again may be mistaken for heart disease. 
In others, the picture may be that of a psychosis, 
and can result in erroneous commitment to an in- 
stitution for the insane. 

Failure of sexual function is a normal part of 
aging, but the worry which it causes may call for 
psychotherapy. Attempts to restore potency and 
libido by various measures are of doubtful value 
and even more doubtful wisdom. One doesn’t put 
new wine into old bottles. 

Among the disorders of metabolism, obesity is 
the chief threat to longevity. But the older the pa- 
tient, the harder it is to treat. Based almost entire- 
ly on the single cause of eating too much, it should 
be controlled and prevented before old age has set 
in, and by the one method of a reduced caloric 
intake. The effectiveness of the treatment is up to 
the patient, but its inception is up to the doctor 
who must record the patient's weight at intervals, 
recognize early the trend to gain weight, and then 
convince the patient that something must be done 
about it. So he may have to call a spade a shovel 
when he tells the patient he is digging his grave 
with his teeth. 

Gout is commoner in the elderly than at any 
other time of life. It may be mistaken for rheu- 
matic fever because of multiple joint involvement, 
fever, leukocytosis, and a rapid sedimentation rate; 
or for other types of arthritis. It must be remem- 
bered that the blood uric acid in early cases is nor- 
mal during the attack, but raised only just before 
an attack begins. A therapeutic test with colchicine 
is helpful. 

Anemia is common in the aged, and is most fre- 
quently on a dietary basis. But anemia may be due 
to neoplasm, either from bleeding, or toxic de- 
pression of the marrow, or bone metastasis. There- 
fore neoplasm must always be considered in the 
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differential diagnosis. Aplastic anemia and Addi- 
sonian anemia may occur in the aged. Acute leu- 
kemias are rare, but chronic leukemias are not un- 
common and tend to progress more slowly and 
with longer remissions than they do in younger 
patients. 

In the skeleton, hypertrophic osteoarthritis and, 
to a lesser degree, rheumatoid arthritis are diseases 
of advanced years. Osteoporosis may be due to fail- 
ing gonad function, but its chief cause is disuse. 
Early ambulation whenever possible is its best 
cure. Calcium by mouth is of no use. Back pain 
due to disc disorders is common and accounts for 
many cases of so-called lumbago. They are better 
prevented than cured by the use of regular exer- 
cises to keep back muscles in condition, and by 
the avoidance of unusual and strenuous demands 
on the back. 

Infectious diseases, with the exception of pneu- 
monia, are less frequent in the aged, at times due 
to an acquired immunity, more often because of 
lessened exposure. Immunities may be outlived: so 
more grandmothers die of whooping cough than 
do grandchildren. 

Allergic disorders are generally less common in 
the aged than in earlier life. This is especially 
true of some of the more acute forms, such as hay 
fever, urticaria, and migraine. But allergic pruritus 
and eczema due to various sensitivities are frequent. 
Contact dermatitis due to cosmetics is common and 
troublesome to manage. Drugs are among the com- 
monest causes of sensitivity in the aged: penicillin, 
sulfonamides, and phenolphthalein head the list. 
The reactions to gold in arthritics are on an al- 
lergic basis. 

Perennial nasal allergy, secondary sinusitis, and 
mucous nasal polyps are fairly frequent and due 
chiefly to inhalants, notably the dust in the pa- 
tient’s own home. 

Asthma is frequent in the aged, and often com- 
plicated by infection. But it is wrong to assume 
that asthma in the aged is due to infection alone, 
and that allergy plays no part in it. This mistake 
is often made when the asthma begins late in life, 
on the assumption that allergy always shows itself 
in early years. But the patient who develops asthma 
at 70 will usually be found to have had allergic 
rhinitis most of his life and eczema in infancy. 
His basic trouble is sensitizability: he was born that 
way and will so remain until he dies. While he 
lives, new allergies can begin. The problem is 
made more difficult by the fact that skin reactions 
are less marked and even cease in the aged. 


Use of ACTH and Cortisone 


At this point, a few words about the use of 
ACTH and Cortisone are in order. In all condi- 
tions in which they have been used, they are not 
curative, they simply give symptomatic relief. It 
may be worth the expense and the risk of other 
damage to get that relief, but in most instances 
they should be used only as a last resort. This is 
particularly true in the aged, where high blood 
cholesterol, increased blood pressure, mental trau- 
ma, delay of reparative processes, and interference 
with carbohydrate metabolism may exaggerate ex- 
isting cardiovascular disease, precipitate a poten- 
tial diabetes or psychosis, or aggravate an existing 
infection. 

ACTH and Cortisone can relieve asthma, and 
that may at times be life-saving. But they do not 
remove the underlying sensitivity, so that relapses 
sooner or later occur. But if the drugs be used a 
second time, the possibility of sensitivity having 
taken place gets into the picture. With ACTH this 
is a common observation. Recently I learned of 
the first allergic reaction to a second course of 
Cortisone, orally administered. It may be necessary 
to use these drugs in the emergency, but that does 
not obviate the search for, and removal of causes. 
Cortisone has the further disadvantages in allergies 
that its prolonged use results in adrenal atrophy 
and so in a lesser ability to cope with the allergic 
state. 

From the standpoint of allergic disorders, these 
drugs are best used in the acute cases due to a known 
cause that can be avoided in the future. Thus, a 
severe contact dermatitis with a generalized 
chronic skin reaction following the use of a known 
cosmetic on the face or scalp can be controlled in 
days instead of months. A severe penicillin reac- 
tion may be quickly relieved in this way. 

Among nervous disorders, herpes zoster deserves 
mention, both for its frequency and the gravity of 
its residual pain in the aged. This calls for ener- 
getic measures to get early relief with nerve-block 
injections or operative procedures. 

Functional nervous disorders are extremely com- 
mon and of great importance in the aged. There 
are many reasons for this: the realization of their 
increasing physical limitations; the frequent psychic 
and emotional stresses; the dwindling financial re- 
sources; the inevitable frustrations, disappoint- 
ments, and tragedies; the loss of friends; the lack 
of understanding by the younger. But organic 
change, perhaps actual organic disease is also bound 
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to come into the picture. Therefore the doctor must 
be extremely cautious in concluding that a pa- 
tient’s symptoms are wholly functional or that an 
existing organic lesion accounts for all his com- 
plaints. 

The competency of aged persons to enter into a 
contract has important medico-legal implications. 
The law recognizes that a child is unable to do so 
before reaching the age of legal responsibility, but 
assumes that an oldster remains competent until 
proved otherwise. Yet many persons who live long 
enough will become incompetent. The aged must 
depend more and more upon others to manage their 
affairs, and so are prone to favor those on whom 
they depend, when they come to dispose of their 
possessions. They may fall victims to designing 
sycophants or may properly decide to do more 
for thoughtful strangers than for relations who 
paid them no heed. Relatives must be made to 
realize their responsibilities and act accordingly. 
When mental deterioration sets in, proper legal 
steps can be taken. 

The doctor here plays an important part because 
he can study the patient over the years, can note 
the beginnings of mental decay, knows the status 
between the oldster and his family, and so is sure 
to be called to testify if there is a lawsuit. There- 
fore he should be observant and should keep writ- 
ten, dated records. He should also preserve his 
neutral status by refusing to be a signing witness 
to the will of a patient. 


Surgical Conditions 


A few surgical conditions need mention. 

Hyperkeratosis and skin cancer may be pre- 
vented by avoiding unnecessary exposure to sun- 
light. (Sun worshippers take notice). 

Hernia most often begins in youth or early ma- 
turity, and should then be surgically cured, not 
managed by a truss. The aged, who insist on using 
a truss, should see that it is properly fitted, and 
then adjusted to later weight changes. Even in 
old age the best treatment for a hernia is operation. 

Cystocele, rectocele, and uterine prolapse should 
be repaired at the end of the child-bearing period, 
both to get better results and to prevent cancer. 

Gangrene in the feet is better prevented by 
proper care of the feet, than “cured” by a mutilat- 
ing amputation. But once gangrene has developed 
in an oldster, early amputation and return to some 
activity are preferable to so-called “conservative” 
measures that keep him penned up in a hospital. 
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Accidents are preventable. Look over your own 
home for potential dangers: “throw” rugs; large 
areas of smooth floors and stairs, regularly waxed 
to make them more dangerous; loose toys; things 
left on a lower step “to be carried up later”; long 
lamp and telephone cords; stairs without hand- 
rails; bathtubs and toilet seats without well-placed 
hand-grips; lack of night lights in areas that must 
be crossed in the night. 

Early ambulation after operations will conserve 
strength and function as well as avoid thrombosis 
and embolism. 

Presbyopia is universal, and so everyone is will- 
ing to wear glasses. 

But deafness, which is even more of a handicap 
than presbyopia, is all too often not corrected. 
Moreover, you do not send your patients to select 
their glasses from the bargain counter of a depart- 
ment store: neither should you send the deaf to a 
layman selling hearing aids, but to an otologist 
skilled and equipped to select the proper device, to 
instruct the person in its use, and to advise him 
how to learn lipreading. 


The diagnosis of disease in the aged has its 
peculiar problems. 

History taking is difficult because the aged are 
forgetful and their information may be unreliable. 
They will hide symptoms if they fear that a con- 
fession of illness may lose them their job. At times 
they will feign illness, usually to gain sympathy, 
but occasionally to exact revenge by inconvenienc- 
ing an unpopular member of the household. Nor 
are the family unprejudiced or always reliable 
witnesses. They, too, may exaggerate, hide, or alter 
information in keeping with their sentiments or 
to serve their own ends. 

Physical examination and laboratory aids are 
therefore all the more important in making a di- 
agnosis. 

A doctor’s life is divided into two periods: the 
first, when he grouses because he has too little to 
do, and all the rest of his life when he grouses be- 
cause he has too much to do. In the latter period 
his mistakes are usually sins of omission: failing 
to do what he should have done. Failure to make 
a regular and complete physical examination in- 
cludes most of such sins. A patient was referred 
to me because he failed to respond to treatment 
for alleged Addison’s disease. The diagnosis was 
based on the low blood pressure in the arm near- 
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est the sphygmomanometer on the doctor's wall. 
This proved to be due to a vascular anomaly: the 
pressure in the other arm was high normal. Fail- 
ing to count the pulse at the heart as well as the 
wrist may miss a serious arrhythmia. Mouth tem- 
peratures are useless in a dyspneic patient, or one 
without teeth or with loose dentures. Counting the 
respirations will draw attention to an unsuspected 
pneumonia. Unexplained anemia and leukocytosis 
in a hospitalized patient were finally traced to a 
large painless Vincent's ulcer under an upper plate. 
We are most likely to omit the examination of 
rectum and genitalia in our aged patients. 

The laboratory should be used more freely in 
the aged to make up for the inadequacy of his- 
tory and for the lesser symptoms of their diseases. 
The help of the several endoscopic procedures 
should be more promptly used. The treatment of 
disease in the aged calls for some comment. 

Medication in general is less effective, so do not 
expect too much from it. Slower elimination of 
drugs in the aged can produce prolonged action 
and cumulative effects. This calls for lower dosage, 
especially of opiates, hypnotics, and even mild 
sedatives. The aged need less digitalis. Remember 
this when using a powerful preparation like digi- 
toxin, since poisoning can easily follow an active 
diuresis. 

Some drugs have an altered reaction in the aged. 
Hyoscyamine, scopolamine, and belladonna at 
times produce delirium. They should be used with 
caution, and their effect noted at night. 

Surgery is yielding progressively better results 
in aged patients. The records in prostatic surgery 
and in fractures of the neck of the femur are shin- 
ing examples. Better pre- and postoperative care, 
better anesthesia, better surgical technique, and 
early ambulation are responsible for much of this 
improvement. 

But some of the credit belongs to two further 
reasons: So many more old people are consenting 
to operation and so enriching surgical experience. 

And there are so many more old surgeons oper- 
ating upon old patients. The older the surgeon, the 
more likely is he to appreciate the patient's view- 
point, and not to think of him as an old wreck 
scarcely worth the effort of saving. 

The most efficient therapeutic measure in all 
aspects of treatment of the ills of the aged is sym- 
pathy. The aged do not get too much of it at best. 
Therefore a kindly approach, a patient ear, an ex- 
pressed appreciation of the oldster’s problems, a 
cheerful word of reassurance and encouragement— 


these will potentiate the simplest remedies into 
miracle workers; their lack vitiates the most power- 
ful measures that medical science affords. 


Every Physician a Geriatrician 


It is clear that a new “specialty” has arisen in 
medical practice: geriatrics. Will there be a new 
group of specialists, geriatricians, who limit their 
activities to this field? I am pleased to say, I be- 
lieve not, and for these reasons: it is impossible 
to define the limits of such a specialty, because old 
age itself cannot be defined rigidly, neither in 
terms of years, nor in changes of structure and 
function. Geriatrics has been compared with pedi- 
atrics, but the resemblance is superficial at best. 
The domain of pediatrics is easily defined: it be- 
gins at birth, and it ends at puberty, or a conven- 
ient age, say 12 years, or when the youngster is 
too big to be put into a bed in the children’s ward. 

But when does old age begin? There are those 
who are old at forty and others who are young at 
sixty-five. Nor can old age be dated from the in- 
volution of a particular organ: the menopause may 
occur in the middle thirties or the late fifties, 
presbyopia has an equally wide spread of onset 
and the thymus atrophies in childhood, grey hair, 
baldness, and loss of teeth may occur in the twen- 
ties. The seeds of death are planted in us at birth, 
but the date of their fruition is unpredictable. 

But the chief reason why there will be no full- 
time geriatricians is because no one will admit that 
he is old until long after that fact is obvious to 
everyone else. At a class reunion you note that 
poor John Doe has one foot in the grave and the 
other on a banana peel, and congratulate yourself 
that you haven't slipped as he has. Yet across the 
room John Doe is thinking the very same thing 
as he contemplates your state of decrepitude. He 
who announces the limitation of his practice to 
geriatrics will probably starve. 

Every physician must be a geriatrician and 
practice geriatrics in his daily work. He must 
train himself to recognize in his patients the first 
evidences of old age, and to do what he can to re- 
tard the progress of aging and to mitigate its effects. 

The author has drawn heavily on the chapter 
on “Care of the Aged” which he has just pre- 
pared for the new edition of Musser’s Internal 
Medicine. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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A BLANKENHORN, M.D. 


Department of Internal Medicine, University of Cincinnati 


With few exceptions, spotted fevers can be readily classified into specific groups as 


caused by virus, Rickettsia, or bacteria. Laboratory methods, including biopsy and 


culture of skin lesions, are of little help in diagnosis. Far more practical 


is clinical knowhow, particularly if histologic differences are kept in mind. 


Neary all diseases characterized by fever and 
spots are now clearly recognized as of specific 
etiology, and the appropriate antibiotic for their 
treatment can be easily obtained. However, occa- 
sionally one sees a patient who is difficult to classi- 
fy or, being classified, does not respond to treat- 
ment. Faced with this situation we are inclined to 
resort to books; yet I know of no modern book 
which has brought the “spotted fevers” into a com- 
prehensive table for classification, and one would 
have to institute a wide search of the recent jour- 
nals to find up-to-date information. At the risk of 
oversimplification, I have attempted just that sort 
of tabulation; though all detail must be brief. 


EXANTHEMATOUS VIRAL INFECTIONS— 
measles, German les, chickenpox, Meas! 
characterized by macules, later by desquamation. General- 
ized lymph node involvement in German measles only. Chick- 


enpox and smallpox are characterized by macules, papules, 
vesicles, and pustules going on to necrosis and secondary in- 
fections when severe. 


RICKETTSIAL INFECTIONS— 
murine typhus, R.M.S.F., Rickettsialpox, scrub typhus. Char- 
acterized by macules going on to petechiae with necrosis 
when severe. Rickettsialpox and scrub typhus characterized 
by eschar as well. 


SUBACUTE BACTERIAL ENDOCARDITIS— 
Characterized by petechiae. Thought to be embolic but or- 
ganisms are not in lesions. 


PYOGENIC SEPTICEMIAS AND ACUTE ENDOCARDITIS— 
meningococcal, staphylococcal, pneumococcal, S. typhosa. 
Characterized by petechiae. Papule and pustule formation 
when there are septic emboli. ‘Rose spot’ with S. typhosa 
only. 


PURPURA— 
thrombocytopenic, nonthrombocytopenic. 
Characterized by macules going on to petechiae, or by 
petechiae primarily. 

DRUG REACTIONS— 
sulfa, penicillin, streptomycin are examples. 
Characterized by urticaria and other allergic manifestations, 
sometimes macules, papules, and petechiae. 


UNKNOWN ETIOLOGY— 
Erythema multiforme. Characterized by variety of simultane- 
ous lesions. Involves also mucous membranes as conjunctivi, 
mouth, urethra. 
Erythema nodosum. Begins as subcutaneous nodule. Involves 
overlying skin later. 
Fourth disease. Resembles measles. No virus ever found. 


This list comprises nearly all the spotted fevers 
seen in general hospital practice in the central 
United States. These are grouped as to specific 
causes, beginning with the smallest organisms— 
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viruses—going to the Rickettsia and bacteria, as 
well as certain intoxications, especially those caused 
by drugs. “Spots” as used here includes macules, 
papules, vesicles, pustules, and petechiae; confluent 
or blotchy rashes are not included, although in 
some instances spots may coalesce and become a 
rash. “Fever” as used here means a febrile illness, 
such as symtomatic fever. 


The Virus Exanthemata 


Only four types of the virus exanthemata are 
definitely established. The virus has been isolated 
and definitely identified in but two of these—small- 
pox and chickenpox. In measles and German 
measles, the viral nature is proved by study other 
than specific culture, inclusion bodies being a part 
of that proof (See histopathology). 

To a certain extent the epidermal nature of the 
lesions can be grossly recognized. The eruptions 
are followed by peeling or scaling of discreet spots. 
The conjunctivi, being epidermal, are affected 
early. In the recognition of this group and the 
identification of individual disease, I know of no 
substitute for experience. While there is no point 
in repeating what is common knowledge, a few 
points might be stressed. 

In one only is there mouth lesion—the Koplik 
spot diagnostic of measles; and in one only is there 
generalized lymph node  enlargement—German 
measles. This enlargement occurs with the spots 
and subsides quickly. At present few physicians 
have had much experience with smallpox and 
therefore it is helpful to know that laboratory 
methods practiced by virologists can make the diag- 
nosis of smallpox with animal inoculations within 
a few days. This is of no importance for therapy 
but of great value to public health departments. 
No new specific or antibiotic is available in this 
group. 

It is my opinion that a precise method for the 
diagnosis of German measles is greatly needed 
because of the high incidence of dreadful con- 
genital defects in the infant when German measles 
occur during pregnancy. The important decision 
about inducing abortion now depends on accurate 
knowledge of exposure or of a history of German 
measles, and on the inspection of the rash when it 
is present. 

My associate, Dr. Frank Stevenson, and others 
say there may be a fifth viral exanthem commonly 
called “The Fourth Disease.” This can only be 


distinguished from German measles by history. 


Because it is one of the milder episodes of child- 
hood, no thorough study has as yet been published. 


The Rickettsial Infections 


In the Cincinnati General Hospital only two 
Rickettsial infections have been seen—murine 
typhus and Rocky Mountain spotted fever. Since 
both these diseases may carry a high fatality rate 
and can now be satisfactorily diagnosed and 
treated, this group is important. Scrub typhus is 
included because recently arrived air travelers have 
brought the virus in incubation from certain Pa- 
cific islands. Rickettsialpox has been described in 
a limited zone of New York City. This latter name 
is unfortunate because of the confusion with other 
pox—chicken, small, and great pox which all form 
vesicles. As the chart indicates, the Rickettsial 
spots do not involve the epidermis so that pocks 
are not formed. In Rocky Mountain spotted fever 
vascular necrosis in the corium may occur and, if 
larger vessels are obstructed, relatively large areas 
of epidermis may lift up as a bleb or bulbae, but 
only when necrosis is present and can be seen. 

The history of exposure to ticks or rat fleas, the 
seasons for such vectors, and the analysis of symp- 
toms and signs should lead at once to a presump- 
tive diagnosis and to treatment with chloromycetin. 
We have much clinical lore to aid us in distin- 
guishing between typhus and Rocky Mountain 
spotted fever. This differentiation now means 
little to the individual patient since a common 
treatment is available. 

As indicated in the chart, biopsy is helpful in 
diagnosis of Rocky Mountain spotted fever, but a 
blood agglutination test (Weil-Felix) is a good 
presumptive diagnosis of all Rickettsial diseases 
except Rickettsialpox. This test may not be positive 
early enough to guide treatment but becomes 
stronger as the patient convalesces. A complement 
fixation test is available for confirmation and is 
done at certain centers of the United States Public 
Health Service. It is not positive in the early 
stages. 

It should be pointed out that other Rickettsial 
diseases occur in the United States but only four 
make spots. In all these, the spots are usually con- 
spicuous and command attention. As shown in the 
chart, the spots of subacute endocarditis, pyogenic 
septicemia, and purpura all have a common histo- 
pathology, and only a few diagnostic and cultural 
differences are ever noted even by careful search. 
Clinical knowhow continues to be the best diag- 
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HISTOPATHOLOGY OF SPOTTED FEVERS 


1. exanthematous viral infection 


Rickettsial 
infections 


subacute 5. purpura 
3. bacterial | Progenic b. 


endocarditis toxic-allergic thrombocytopenic 


Intraepidermal vesicles with degenerative 
cell changes* 

Balloon cells—(swollen, eosinophilic, often 
multinucleated cells at base 
of vesicle.) Frequently con- 
tain inclusion bodies. 

intracytoplasmic in 


EPIDERMIS 


smallpoxT 
intranuclear in chicken- 
pox, herpes 
Reticular degeneration—(Massive, intra- 
cellular edema) 


| 
No ! significant epidermal Ichanges 


Edema 

Vascular engorgement and hemorrhage 

Inflammatory Infiltration with: 
Neutrophils 
Lymphocytes 
Histiocytes 


Dermal Necrosis 


R.M.S.F. 


vascular necrosis in} No vascular 


Rickettsia present in 
endothelial and 
smooth muscle cells 


of blood vessels.* 


i 
Kapillaritis 
Endothelial swelling 
and proliferation)} 

! 


Extravasation'of erythrocytes 


hictal. I ch 


| Mural thrombosis only 9 


Pericapillaritis 
Neuthrophils 


Lymphocytes 
Histiocytes 


Extravasation of 
erythrocytes 


+ 


No necrosis 
No organisms 


Vascular necro- 
necrosis | sis may occur. 
Organisms 


Orgoniems not present in the 


present in the 


lesions.t 
lesion. 


meningococcus 

staphylococcus 

Pneumococcus 
etc. 


6. DRUG REACTIONS—No specific or characteristic 
lesion. 


* Biopsy may be diagnostic of the group. 
T Diagnosis by | inoculation. 
} Culture of lesions may be diagnostic. 


This chart shows the histopathology of this list of diseases 
in an attempt to correlate the microscopic anatomy with the 
gross morbid anatomy. For the histopathology details and the 
formal arrangement, | am indebted to Dr. Daniel Richfield. 

It is my opinion that in many instances careful study of 
lesions may suggest the etiologic group, whether virus, Rick- 
ettsial, or bacterial, thus pointing the way to proper labora- 
tory study and perhaps correct and prompt treatment. 


GP @ August, 1951 


7. DISEASES of UNKNOWN ETIOLOGY: ERYTHEMA MULTIFORME— 


Acute inflammation of epi- 
dermis. Vascular dilation 
and lymphocyte infiltration 
in the corium. 

ERYTHEMA NODOSUM — 
Vascular dilation edema of 
collagen & lymphocyte in- 
filtration most marked in 
deep layers of the corium. 


The chart indicates where biopsy is diagnostic and where 
culture of lesions or other culture methods are indicated. The 
same etiologic grouping is made, beginning with the smallest 
to the left. The histopathology is arranged with epidermis on 
top and corium beneath. To avoid di ' ting, heavy 


P 


arrows guide the eye to items that are common to several 
groups and dotted lines guide the eye to specific items. Drug 
reactions and diseases of unknown etiology are also included. 
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nostic tool. The chart emphasizes the limited scope 


of the pathologists’ aid. 


Subacute Bacterial Endocarditis 


Often the spots in subacute bacterial endocar- 
ditis are obscure or even wanting. They must be 
searched out. Since no organisms are found in 
spots and no necrosis occurs, they are ephemeral. 
They may leave brown stains. The most character- 
istic is the well-known “splinter hemorrhage” which 
is an excellent name because the lesion resembles 
one caused by a splinter under the nail or in the 
palmar pad of the terminal digit. This lesion, 
found in connection with other embolic lesions in 
conjunctivae and in the oral mucous membranes, 
is diagnostic of subacute bacterial endocarditis. The 
importance of recognizing this spot needs no re- 
stating for it can lead to prompt and successful 
treatment of a hitherto incurable fever. It is com- 
monly held that the skin lesions of subacute bac- 
terial endocarditis are embolic but biopsy does not 
demonstrate organisms. The gross appearance of 
the lesion is well known to experienced clinicians 
and is generally regarded as a diagnostic spot in 
appropriate circumstances. 


The Pyogenic Septicemias 


The three specific pyogenic septicemias listed 
are the ones we most frequently see. They are 
naturally grouped, but specific differences can 
usually be recognized. The skin lesions in this con- 
dition are generally more abundant than in sub- 
acute bacterial endocarditis and the splinter hemor- 
rhage is rarely found. The fundamental difference 
is the presence of organisms in the spot. 

A florid example is meningococcemia, formerly 
called “spotted fever.” The emboli may occlude the 
vessels of the terminal digit and gangrene results 
but splinter hemorrhage does not. They may be 
widespread and very conspicuous—hence the name 
spotted fever. Occasionally meningitis is absent or 
may be obscured by delirium, in which case a 
diagnosis of purpura may be suggested. Blood cul- 
tures are invariably positive in this stage and occa- 
sionally organisms are visible in blood smears as 
well as smears from the spot. Lumbar puncture is 
always indicated at once in this situation. 

In septicemia due to the staphylococcus, almost 
identical lesions are readily seen and cultures are 
positive. In severe cases papules and pustules may 
develop within 24 hours, which readily differen- 


tiate this spot from those due to Rickettsia and 
even from those due to meningococci. Skin biopsy 
is unnecessary, and cultures are confusing because 
the staphylococcus is difficult to differentiate from 
skin contaminations. 

When S. typhosa is the infecting organism, the 
traditional “rose spot” is present in 93 per cent of 
cases (Osler, 1935). In my experience, which in- 
cludes several sizable epidemics, the rose spot is a 
lesion that must be looked for. Only in rare cir- 
cumstances would anyone call typhoid a spotted 
fever. Typhoid is included in this study because 
of the diagnostic value of the rose spot. 

Few students nowadays have experience with 
rose spots and few know that one can obtain cul- 
tures from a rose spot more easily than positive 
blood cultures. When rose spots are in question— 
“register” any suspicious lesion on the abdomen or 
anterior thorax by drawing an indelible ring about 
it. The rose spot can be felt with the finger. It is 
1 to 3 mm. in diameter. It may enlarge and be- 
come a small papule—rarely a vesicle. At this stage 
a culture is suitable and at this stage the rose spot 
is readily differentiated from the spots of Rickett- 
sial disease. The rose spot comes in crops and may 
last three days. The purpose of the ink mark is to 
recognize successive crops. Rose spots on the back 
or extremities are difficult to differentiate from 
hair follicle infection—so it is easier to locate them 
on the hairless thin skin. They occur most often 
on the abdomen and thorax. 

Meningococcal infections can now be success- 
fully treated with penicillin or sulfadiazine—prefer- 
ably both because a few strains are not susceptible 
to penicillin. There is no agreement on the use of 
intrathecal penicillin. One author of a standard 
text, Spink, does not use it; another equally re- 
cent author, Beeson, does. Frank Stevenson at the 
Cincinnati General Hospital does not use intra- 
thecal treatment. 

Treatment of staphylococcus septicemia is satis- 
factory with penicillin unless resistant strains are 
present. In spotted fever due to this organism my 
service has a fatality rate of 25 per cent in spite of 
large doses of penicillin (6 million units per day). 
Penicillin in combination with sulfadiazine is also 
used. It is desirable to determine strain sensitivity 
as a guide to treatment in this disease. 

Typhoid fever is now satisfactorily treated with 
chloromycetin. Three grams per day is recom- 
mended. To prevent relapse and perhaps the car- 
rier state, recommended schedules should be fol- 
lowed. 
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The Purpuras 


Thrombocytopenic and _nonthrombocytopenic 
purpuras, as seen in the chart, have no distinguish- 
ing pathology and both have no organism or ne- 
crosis. Usually the lesions are conspicuous, charac- 
teristic, and promptly diagnosed. Biopsy or culture 
methods are of no assistance. Usually fever is not 
conspicuous and the bleeding which often occurs 
from mucuous membranes differentiates purpura 
from other spotted fevers. 

Platelet counts and marrow counts are very use- 
ful in finding a cause and guiding treatment. Often 
no cause is found and the terms idiopathic, toxic, 
or allergic are customary but not comforting to the 
patient. To be specific, any treatment depends 
upon information about disordered bone marrow, 
and upon certain tests for the function of the 
spleen. 


Drug Reactions 


A variety of drugs causes spots and a consider- 
able number causes fever and spots. When spots 
without fever occur, it is a wise plan to inquire 
as to what drug the patient is taking. Also, if fever 
develops coincident with spots, and the spots are 
associated with itching hives or other urticarial be- 
havior, it is wise to stop any medication at once. 
If spots develop during the treatment of an acute 
febrile disease, the decision to stop the antibiotic 
which is suspected is often dificult and overcast 
with doubt for fear of stopping a treatment that 
might be needed. 

The histopathology of such spots is not precise 
nor is biopsy diagnostic. The diagnosis of febrile 
drug eruption can usually be made by the display 
of allergic signs, itching, swelling, asthma, painful 
joints, high leukocyte count, but not necessarily 
eosinophilia. The diagnosis should not be confused 
if chill occurs, for drug fevers also are accompanied 
by chill. The diagnosis is established by a test of 
stopping the drug in question. Usually within 48 
hours the spots recede and the temperature lowers. 
At onset, the spots resemble erythema multiforme 
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TREATMENT OF DEPRESSION 
Accorpinc to Alexander Kennedy, in The Practitioner, for October, 1950, desoxyephedrine 


(Methadrine) has had good effects in some cases of mental depression. 


but if the drug continues the lesions may become 
petechial. Necrotic lesions from penicillin or strep- 
tomycin have not been described. Since sulfathia- 
zole is no longer used, sulfa fever and rash is un- 
common. 

The greatest harm that may come from con- 
tinued medication in a case of prolonged spotted 
fever is that “periarteritis” may develop and severe 
visceral lesions result. When antibiotic therapy is 
continued beyond 12 days, fever and spots may 
develop, and if such medication is continued, it 
must be guided by repeated cultures and white 
blood counts to demonstrate the need to continue. 

For me, the most difficult decisions of this kind 
are in the treatment of subacute bacterial endo- 
carditis when penicillin must be used in large 
doses. With Adrenalin, intravenous glucose, and 
antihistamine drugs, penicillin can usually be con- 
tinued in spite of allergic behavior. In this situa- 
tion biopsy may aid in the diagnosis of periarteri- 
tis. If such occurs the suspected drug should be 
stopped. 


Spotted Fevers of Unknown Cause 


There remains a relatively small group of pa- 
tients infrequently seen who have spots and fever 
for which no cause is known. Erythema multiforme 
and erythema nodosum are grouped together here 
only because they are of unknown cause. Each 
has a recognizable histopathology but not one that 
would suggest a cause. Erythema nodosum lesions 
begin as a nodule under the skin, which is dis- 
covered when it becomes painful and which is 
identified by erythema which comes in a few days, 
lasts a few days, and may leave a brown stain— 
rarely desquamates. 

Erythema multiforme is a cutaneous lesion only, 
but so variable or multiformed it is not recogniza- 
ble in biopsy as well as it is grossly. It is accom- 
panied by extensive confluent mucous membrane 
lesions in mouth, conjunctivae, and urethra. 

No cause is known in either of these diseases, 
and no specific treatment is at hand. 
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What Others Are Saying... 


R for M.D.s: Be Nice 


MeEpIcaL courses are too concentrated to leave a 
student much time for learning how to deal with 
patients as people. To fill this and other gaps in 
the physician’s preparations for practice, Dr. Stan- 
ley R. (for Roosevelt) Truman* has put together 
in The Doctor (Williams & Wilkins; $3) a lot 
of sound, down-to-earth advice for young men 
entering the profession. 

His first precept for dealing with patients: be 
nice to them. 

The Better Way. “The majority of physicians 
still give only lip service to the emotional aspects 
of the problems of the patient,” says Dr. Tru- 
man, himself a veteran of 17 years of happy and 
successful general practice in Oakland, Calif. 
“There are plenty of capable physicians, the need 
is for physicians who are nice to people.” 

Part of being nice is being simple. Truman 
recalls a colleague who told a patient: “You have 
an area of stringy shadows from your hilar region 
extending to the base, and I can hear a few 
crackles in your chest.” Says Truman: “Actually, 
‘Aba-ca-dav-snaba-pooh’ would have conveyed as 
much meaning to the patient (who had a mild 
bronchopneumonia ).” 

Truman’s better way: “You remember when 
you had a sore throat how the inside of your 
throat looked and felt; well, the same sort of 
condition exists farther down in your chest.” 

Along with simple explanations, Truman pre- 
scribes simple drawings. A swollen, inflamed ap- 
pendix is easy to sketch on a prescription pad, and 
so is the operation of cutting it off. “Perhaps,” 


*No kin to Harry S. (for nothing) Truman. 


says Truman (no Vesalius), “the less artistic you 
are the better you can illustrate for the patient.” 

Pass it on. Especially difficult is the problem 
of telling parents that a child is seriously ill or 
incurably defective. Truman remembers a_pedi- 
atrician who, after treating a child for nine 
months, bluntly told the mother, “I am sorry to 
have to tell you this, but your child is a mongo- 
lian, a type of mental defective,” and then 
launched at once into summary advice about 
“custodial care” for the child’s lifetime. It took 
Family Doctor Truman’s best bedside manner to 
stop the mother’s hysteria—and a careful course 
of consultations to convince the parents that the 
pediatrician was medically right, if humanly 
wrong. 

Dr. Truman, now president of the American 
Academy of General Practice, got set on the right 
path when still in the University of California 
Medical School. Said an examiner: “A patient 
consults you for an acute attack of diarrhea and 
cramps. Discuss the diagnosis and _ treatment.” 
Student Truman “discussed the differential diag- 
nosis and the various therapeutic possibilities, but 
I never mentioned giving the patient relief from 
cramps and diarrhea.” He was graded “F” (for 
failure) with the brisk comment: “Very scientific— 
nature will have cured the disease while you 
are making the diagnosis. This patient will never 
call on you again; learn to treat patients while 
you are treating the disease.” 

Truman is trying to pass the lesson on. 
—Courtesy of Time, copyright Time Inc., 1951. 


Improving General Practice 


THis PAPER is presented in the interest of salvag- 
ing the lost art of making a diagnosis and institut- 
ing treatment without the aid of complete laboratory 
facilities and a group of specialists to consult. For 
years to come in North Carolina, we general prac- 
titioners must depend upon ourselves, good office 
equipment, and the best office personnel that we 
ourselves are able to train. As I see it, one of the 
greatest needs in the field of healing today is better 
practice of medicine “on the spot.” By this term, 
I mean where the sick patient is first seen—in the 
home or in our offices. . . . 

To my mind, it is the poorest sort of economy 
for a physician not to avail himself of the best fa- 
cilities he can afford; yet a high percentage of the 


doctors in our state have a most inadequate office 
setup. After a doctor has been in practice for a few 
years and has met some of his more pressing finan- 
cial obligations, surely he is able to provide himself 
with a modern office and efficient office personnel. 
In view of the long hours that a doctor must 
spend in his office, and the fact that medicine 
should be the first love of every doctor, it seems 
that the promotion and expansion of this art 
should take foremost place in his heart, and in the 
economic planning of his life. . . .-From an ar- 
ticle on general practice by Wiley C. Cozart, M.D., 
entitled “Suggestions For The Improvement of 
General Practice,” North Carolina Medical Journal, 
January, 1951. 
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Cherapeutic Uses of Jsotopes 


BY JOHN H. LAWRENCE, M.D. 


Berkeley, California 


Strides have been made in the therapy of neoplastic and hyperplastic diseases with 
artificially-induced radioactive elements, and it seems clear now that if one can get 
sufficient radiation into the offending areas, much benefit may result. Among the 
diseases treated in this manner are chronic leukemia, polycythemia vera, 


superficial skin cancer, Graves’ disease, and thyroid carcinoma. 


APPROXIMATELY fifteen years have passed since the 
artificially-induced radioactive isotopes were first 
used therapeutically. Since that time considerable 
experience has been gained by various groups of 
workers on their therapeutic value in the treatment 
of hyperplastic or neoplastic disease. 

The problem in the use of these isotopes in ther- 
apy is similar to the problem encountered in the 
use of radium and x-rays. One attempts to deliver 
the desirable amount of radiation to the offending 
tissue with as little injury as possible to the sur- 
rounding normal tissues; and one hopes to be able 
to find methods of selectively localizing the various 
radioactive elements, or compounds containing 
them, in the tissues requiring therapeutic doses of 
radiation. Actually, one hopes to localize a com- 
pound containing a radioactive element in the of- 
fending neoplastic cell, with the radiation emitted, 
so soft that it will travel only a distance of one 
cell diameter or less, allowing all of the energy in Qhees spectrometer wsed to enslyse 
the radiation to be absorbed by the single cell. breath samples for isotope concentration. 

Chart I points out the differences in distances 
penetrated in tissue by various types of radiation. 
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Chart 1. The penetrating aspects of various types of radiation. 


Dose in 
Roentgens 
Per Day 
Due to 1 uc. 
Per Gram 
of Tissue 


Grams of 
Radioactive 
Material Per 

Millicurie 


Amount Conferring 
O.1. r.e.p. Per Day in 
Any Part of Body 


Half-Life 


Energy Maximum 


31 y. 
4700 y. 


14.8 h. 


2.6 x10°7 
1.9 x10 4 


1.13 x 10 


3.40 x 10 


2.14 x 10 


YO 
7.66 x 10 


0.24 
3.07 
33.2 


29 mc. 
2.3 mc. 
210 uc. 


168 uc. soluble 
20 uc. colloid 


75 uc. 


11 


152 k.e.v. 


B 1400 k.e.v. 
y 1300 k.e.v. 
Y 2780 k.e.v. 
in coincidence 


1710 k.e.v. 


460 k.e.v. 
y 1100 k.e.v. 

218 260 k.e.v. 
y 1300 k.e.v. 

K X-ray 5.9 k.e.v. 


B 595 k.e.v. 
Y 367 k.e.v. 
y 80 kev. 


Table of constants of medically important radioactive isotopes. 
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It can be seen that even the beta rays from P-32 
travel many cell diameters. To obtain a really soft 
beta ray from an artificially-produced radioactive 
element, we must go to Hydrogen-3 or Carbon-14 
or to some element which is similar with an ex- 
tremely soft radiation which will travel only a few 
cell diameters. 

The accompanying table lists several of the ele- 
ments which have therapeutic possibilities. Among 
them are Hydrogen-3 with a half-life of 31 years, 
Carbon-14 with a half-life of 4,700 years, P-32 
with a half-life of two weeks, and Iodine-131, with 
a half-life of 8 days. 

In the case of P-32 there are no gamma rays, but 
there is a very penetrating beta ray, traveling nearly 
a centimeter in tissue. The beta rays from Iodine- 
131 are somewhat softer, although they penetrate 
considerable distances in tissue, and there are as- 
sociated gamma rays. Hydrogen-3 and Carbon-14 
have extremely soft radiations and their beta rays 
have maximum energies of 15 and 154 kev and 
thus on the average, penetrate tissue only a few 
cell diameters. They would be ideal in selective 
radiation therapy if compounds containing them 
could be found which would localize in cancer 
cells. 


Radioactive Phosphorus 


The first element used in therapy was radioac- 
tive phosphorus, and it was first used in 1936 in 
the treatment of leukemia and polycythemia. This 
element, like certain radioactive colloids, localizes 
to a considerable degree in the bone marrow, 
spleen, liver, and in rapidly growing tissues or 
tissues being infiltrated with rapidly growing cells, 
such as leukemic cells. It is possible to get con- 
siderable localization of P-32 or radioactive col- 
loids in these areas, so that the effective radiation 
dosage to the involved tissues may be approximately 
ten times as much as to the other surrounding nor- 
mal tissues. 

While I cannot go into detail regarding the 
treatment of chronic leukemia with radioactive 
phosphorus and certain of these radioactive col- 
loids, I can give a report on one series of patients 
treated in my own laboratory beginning in 1936, 
and then give briefly the picture as of today. I can- 
not emphasize too strongly that regardless of the 
form of therapy, many patients with chronic leu- 
kemia do well for many years, and therefore such 
patients should be given every chance of survival 
by providing them with the best care available. 
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Chart 2. Hematologic course of a 40-year-old male patient with chronic 
lymphatic leukemia treated with P-32 for approximately 10 years. 
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Chart 3. Hematologic course of a 57-year-old female patient with chronic 
myelogenous leukemia treated with P-32 over a period of 5 years. 
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Chart 4. Polycythemia vera: Hematologic course of a 36-year-old woman. 
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Charts 2 and 3 demonstrate that some patients 
do well with P-32. The first case is that of a 40- 
year-old male with chronic lymphatic leukemia 
who has been under observation and treatment 
with P-32 for approximately 10 years (Chart 2). At 
the onset of the disease the white count was some- 
thing over 200,000; there was a moderate anemia, 
and with infrequent, intermittent doses of from | 
to 2 millicuries given during the past ten years 
and at times with no treatment at all for as long 
as a year, the patient has done extremely well— 
the white count being kept around 15,000 to 20,- 
000, and the red count around 4,500,000. The man 
has always carried on a busy active life as an engi- 
neer during this period of time. 

Another case is that of a 57-year-old woman with 
chronic myelogenous leukemia, who has shown a 
similar favorable response over a period of 6 years 
as a result of infrequent administration of P-32 
(Chart 3). Doses were sometimes given as infre- 
quently as three or four in a period of one year; 
at times, no medicine at all was given for a period 
of a year or more. The patient's white count is be- 
ing kept under control at a level of about 10,000 
to 20,000, and the red count between 4,500,000 
and 5,000,000. The patient has always carried on a 
normal active, comfortable life. 

The average duration of life in our group of 
over 200 patients with chronic leukemia is some- 
what above 6 years. Forty of the patients are still 
alive, so the average duration eventually will be 
somewhat more than 6 years. For instance, in the 
case of one group of 26 living patients, the aver- 
age duration of life is already 8 years, and many 
of them have already lived up to 10 years. 

The results are definitely worth- while; they seem 
to be somewhat better than those previously re- 
ported where patients were treated by other forms 
of radiation, but the answer to the leukemia prob- 
lem does not lie in radiation therapy. Perhaps one 
reason for this is that the marrow and the tissues 
themselves are sprayed by the beta rays of P-32 or 
from the radioactive colloids, and there is not 
really a selective localization of the radiation in the 
offending cells alone. 


Polycythemia Vera 


The results in the treatment of polycythemia 
vera can be best summarized by referring to a 
series of persons which was started in 1938 and 
has been followed up to the present time. We have 
treated with P-32 and radioactive colloids approx- 
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imately 200 patients with this disease, and Chart 
4 shows the type of response that one observes after 
P-32. Here, a woman of 36 with an extremely ac- 
tive polycythemia—a classical case with a high, red 
cell count and red cell volume and an enlarged 
spleen—was treated with two doses in 1945. This 
caused the red cell count to return to normal, 
where it has remained ever since without further 
therapy. 

About a third of the patients with polycythemia 
vera, so treated, give such responses, and do not 
need further therapy for from 4 to 10 years or 
more, whereas other patients may have to be 
treated again sooner. 

In this particular group of patients with poly- 
cythemia vera, the average age of onset is 52 years. 
The patients who have died show an average age 
at death of 67 years. This gives approximately a 
normal life expectancy for people of this age group. 
In other words, the life expectancy in treated poly- 
cythemia vera seems to be somewhat better than 
the life expectancy in cases of treated pernicious 
anemia or treated diabetes mellitus. The treat- 
ment of polycythemia vera with radioactive iso- 
topes certainly is the one example of a proved suc- 
cessful application of artificial radioactivity in the 
therapy of disease. 

Another application of the successful use of 
radioactive elements in the treatment of disease 
is the use of P-32 topically applied in the treatment 
of superficial skin cancer, as introduced by Low- 
Beer. He has treated over five hundred patients 
with skin cancer in this way, and has a five-vear 
cure rate of 95 per cent. 


Cobalt Therapy 

There has been much discussion about the use 
of artificially-induced radioactive sources in the 
form of a bomb or intracavitory therapy, and the 
element which is now being used most widely is 
Cobalt-60, which has a half-life of about 5 years 
and emits beta-rays with an average energy of 
about .3 mev and 2 gamma rays with energies of 
1.33 mev and 1.17 mev. 

One millicurie of Cobalt-60 produces about thir- 
teen roentgens per hour at | cm. Cobalt-60 in va- 
rious forms has not been used long enough to give 
any summary of the end results, but in general 
one can say that at this time it is being made up 
into three sources of radiation: that is, needles, 
beads, and in the point source in the form of a 


cobalt bomb. 
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lodine-131 


Another isotope which has been used for ap- 
proximately 10 years is Iodine-131 in the treatment 
of Graves’ disease, and in the treatment of selected 
metastatic thyroid carcinoma. I have not space in 
which to summarize the end results in the treat- 
ment of Graves’ disease, but in general, more and 
more Iodine-131 is being used throughout the 
world in the treatment of hyperthyroidism. Its use 
seems to be justified in terms of end results and 
lack of complications. There seems to be no evi- 
dence today that Iodine-131 in the treatment of 
Graves’ disease is causing the induction of cancer 
of the thyroid or elsewhere in the body, and it 
seems very probable that within 5 years nearly all 
patients with uncomplicated Graves’ disease will 
be treated by Iodine-131, unless some other more 
rational therapy is developed. 

With reference to thyroid carcinoma, the pic- 
ture is not quite so clear. The greatest experience 
in the treatment of thyroid carcinoma by Iodine- 
131 is that of Seidlin and his associates in New 
York. Numerous centers throughout the world 
have treated patients with thyroid carcinoma where 
there has been found to be an uptake of Iodine-131 
in the metastatic lesion. In a goodly number of pa- 


tients where no uptake has been found, when the 
patient was first studied, uptake had been induced 
by thyroidectomy. The course of such a patient, 
a 54-year-old male with metastasis in the ribs and 
in the right sacrum, is shown in Chart 5. There 
was no uptake in these metastases and the patient 
was then subjected to a complete thyroidectomy. 
As soon thereafter as the patient could again be 
tested, uptake was observed in the metastases, and 
the patient has been treated with large doses of 
Iodine-131. 

The case of this patient brings up the impor- 
tant point that unless one can find very great se- 
lective localization of Iodine-131 in the peripheral 
metastases from a primary carcinoma of the thy- 
roid, one cannot give sufficient radiation to control 
the metastatic lesions. In this instance, we have 
had to transfer the patient to direct x-ray therapy 
because of the fact that the bone marrow received 
all of the radiation it could stand as a result of 
giving approximately 500 millicuries of Iodine-131. 

It was calculated that the uptake of the Iodine- 
131 in the metastases never was greater than 50 to 
1 in the ribs, and never greater than 20 to 1 in 
the metastatic lesions of the sacrum. Therefore, for 
every 20 roentgens or every 50 roentgens to the 
tumors, the body was receiving approximately | 
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Chart 5. Course of a 54-year-old patient (male) with metastatic thyroid carcinoma. 
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roentgen. That of course includes the bone mar- 
row; and since | me of Iodine-131 gives the whole 
body about | r of radiation, if one gives 500 mc, 
the whole body gets 500 r, which is about the Ho Lt Pon 
limit of tolerance for whole body radiation. But nme, 

the results are encouraging; and in another 5 years, 
there is no question that Iodine-131 in the treat- GLYCINE (ominoacetic acid) 
ment of selected cases of thyroid carcinoma will 
be of proven value. 


TYROSINE (3 |p-hydroxypheny!| o-aminopropionic acid) 


STILBAMIDINE 


In the Future 


What does the future seem to offer in the appli- 

cation of artificial radioactivity in the treatment of 

cancer and hyperplastic diseases? Numerous at- The of 
: tyrosine, glycine, and stilbamidine. 

tempts have been made in various laboratories, in- 

cluding our own, to find compounds which might 

localize in neoplastic tissues. 

The accompanying formula shows the structure 
of the amino acid tyrosine, which was made radio- 
active by our colleagues in chemistry at the Donner 
Laboratory since we are interested in the possi- 
bility of localizing tyrosine in metastatic melano- 
sarcoma in animals and in man. Tyrosine is the 
precursor of melanin, but unfortunately, it is also 
a precursor of adrenalin and thyroxin, so that in 
these animal experiments when the radioactive 
tyrosine was administered, it was found to localize 
not only in the melanosarcoma, but also in the 
. thyroid and the adrenal glands. 


The accompanying formula also shows the A bibliography accompanying this article is available 
chemico-physical structure of radioactive glycine, upon request from the Editorial Office of GP. 


which we are using to study the life span of the 
red blood cell, and another therapeutic attempt in 
which our chemical colleagues made for us radio- 
active stilbamidine, again using Carbon-14. In the 
studies on the first patient with multiple myeloma, 
it was found at biopsy and autopsy that although 
there was some localization of the stilbamidine in 
the myeloma cells, the localization was not suf- 
ficiently great to suggest that one should use this 
compound in selective radiation therapy. In fact, 
these studies are leading to a better understanding 
of the metabolic effects of cancer on normal tissues, 
rather than to improved methods of radiation therapy. 


THE BREATH HOLDING TEST 


In Surgery, Gynecology and Obstetrics for January, 1951, E. A. Gaensler and colleagues 
reported a study of 1,000 cases which convinced them that maximal voluntary breath holding 
is not an adequate test of pulmonary function. There are big factors of training and will power, 
and the figures obtained do not correlate well enough with those for other tests of pulmonary 
function and capacity. 


SARCOIDOSIS 


AN INTERESTING article by M. Michael, Jr., and his colleagues, recording observations on 350 
patients with sarcoidosis appeared in the American Review of Tuberculosis for October, 1950. 
Most of the patients were born in the South and in rural areas. This may some day throw light 
on the etiology of the disease. Interestingly, the authors confirm the previously observed predilec- 
tion of sarcoidosis for Negroes. It is possible that the frequency of sarcoidosis among Negroes 
is due purely to the fact that the disease is so common in the southern part of the United States. 
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BY RALPH E. DOLKART, M.D. 


AFTER some two years of intensive clinical investi- 
gation, some of the hurried preliminary reports on 
the use of ACTH and Cortisone are now being 
replaced by more contemplative long-range studies. 
In reviewing the experiences of various research 
groups throughout the country, four observations 
seem apparent: 1) ACTH and Cortisone are clin- 
ically useful in a few acute, self-limited disease 
processes; 2) they are of limited and temporary 
value in certain chronic disease processes; 3) their 
employment in the presence of certain disease states 
may produce catastrophic changes and even death; 
and 4) due to the availability of these drugs much 
has been learned concerning metabolic alterations 
in various diseases. 

It is now imperative that a clinician be ac- 
quainted with the actions of the new drugs. Un- 
less he is familiar with the physiology of the ad- 
renal secretions and the trend of events following 
adrenal cortical stimulation, he has no right to ad- 
minister these agents. We shall first discuss, there- 
fore, the physiology of the adrenal cortex, and then 
the more practical aspects concerning the clinical 
use of ACTH or Cortisone. 

Tissue injury disturbs cellular integrity. The 
normal balance of cellular enzymes and enzyme 
inhibitors is disrupted. Variations in cellular metab- 
olism then transpire. Oxygen uptake by the cell 
may increase at the expense of available local car- 
bohydrate reserves. Changes in cell permeability 
allow for shifts between normally intracellular po- 
tassium and phosphorus and extracellular sodium 
and chloride. Cellular protein may break down 
with further loss of potassium and phosphorus as 
well as nitrogen from the cell. 

If the tissue injury is widespread, the local pe- 
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ripheral nervous system transmits stimuli to the 
central nervous system which activate the sympa- 
thetic nervous system and alerts the body to the 
“stress” situation. 

This cycle of response results in the release of 
epinephrine by the adrenal medulla (See Frontis- 
piece illustration). Other factors such as anoxia 
may also stimulate the hypothalamus, which by 
way of a humoral agent results in the secretion of 
an adrenocorticotropic hormone by the anterior 
pituitary. Activation of the adrenal cortex by this 
cycle of events results in the outpouring of adrenal 
cortical steroids among which are Compound E- 
like hormones. The evidence suggests that the 
major cortical secretion is Compound F. 

Whereas Cortisone, as well as compounds A, B, 
and F act directly on the end-organ, ACTH acts 
only in the presence of functioning adrenal corti- 
cal tissue. This accounts for some of the differ- , 
ences in the clinical effects of these agents. In 
some ways, therefore, ACTH conceivably is a more 
physiologic agent than is Cortisone, because it 
would seem possible that the spectrum of different 
adrenal cortical steroids resulting from ACTH ad- 
ministration would be more physiologic under the 
situation of stress than would be any one of the 
steroids acting separately. (Apparently whole ad- 
renal cortical extracts, either aqueous or lipid in 
character, are insufhicient in potency of Compound 
F-like hormones to be considered in this discus- 
sion of exogenous adrenal cortical stimulation. 
Thorn administered 12 to 15 ml. of Lipo-adrenal 
cortex to five patients with rheumatoid arthritis. 
This corresponds to approximately 120 to 150 ml. 
of aqueous whole adrenal extract. Only slight im- 
provement was observed.) 
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Repeated or overwhelming tissue injury may re- 
sult in failure of the adrenal cortex to respond. 
This exhaustion phase of Selye’s “adaptation syn- 
drome” renders an individual unable to cope with 
the abnormal cellular demands. In actuality, it can- 
not be established that in all of the disease states 
in which adrenal cortical stimulation results in im- 
provement, is there any demonstrable underpro- 
duction of adrenal cortical secretions. 


Effects of Adrenal Cortical Secretions 


With the foregoing concepts in mind, it is per- 
tinent to discuss the effects of the adrenal cortical 
secretions and the manner in which these are al- 
tered after the administration of ACTH or Corti- 
sone. There are three main categories of metabolic 
activities of the adrenal cortical steroids: 

1. The “Salt” Hormone—affects electrolyte-reg- 
ulation. This results in sodium and chloride reten- 
tion, and increased excretion of potassium by the 
kidneys. The latter is undoubtedly due to displace- 
ment of potassium from the cell by increasing in- 
crements of sodium in the extracellular fluid spaces. 
Associated with the retention of sodium and chlo- 
ride, there is an increase in the plasma and extra- 
cellular fluid volume. Not all of the adrenal corti- 
cal steroids have the same magnitude of action in 
this regard and the order of potency is illustrated 
in Chart 1. 

2. The “Sugar” Hormone—affects the regulation 
of intermediary metabolism. The effect on carbo- 
hydrate metabolism is exerted in several ways: (a) 
An increase in blood glucose and liver glycogen; 
Cb) Increased gluconeogenesis, i. e., increased con- 
version of protein to carbohydrate; and (c) In- 
creased mobilization and utilization of depot fat 
thus exerting a sparing action on carbohydrate re- 
serves. 

With large doses of ACTH resulting in an anal- 
ogous production of Compound F-like steroids, an 
insulin inhibitory effect occurs, perhaps in con- 
junction with anterior pituitary diabetogenic action. 


Order of Activity | ad Order of Activity 
on Salt — on Carbohydrate 
Retention Stercid Metabolism 
Maximum | 11—Desoxycorti- Minimum 
costerone 
11—Dehydrocorti- 
costerone 
Compound A 


Corticosterone 
Compound B 


| 17—Hydroxy-de- 
| hydrocorticosterone 


| 


Compound E 
(Cortisone) 


17—Hydroxycortico- 


sterone 


Minimum Compound F Maximum 


Chart 1. (after Thorn) 


The commonly observed glycosuria after prolonged 
giving of large doses of ACTH may be due to an 
altered renal threshold for glucose as well as the 
hyperglycemia induced by the alteration in glucose 
metabolism. 

The effects on protein metabolism: (a) Interfer- 
ence with protein synthesis results from diversion 
of protein (deamination and carbohydrate produc- 
tion) via the previously discussed gluconeogenesis. 
This interferes with the normal synthesis into body 
protein, and may result in a negative nitrogen bal- 
ance, decrease in muscle mass, and the phenome- 
non of purple striae forming over the abdomen 
and thighs. The degree to which protein synthesis 
is altered by these mechanisms is associated with 
the relative activity in the male of the level of 
androgen secretion by the testes which enhance 
protein synthesis. 

Cb) Uric acid excretion is increased in both the 
normal as well as gouty subject following adrenal 
cortical stimulation. This apparently is due to an 
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increase in renal clearance of uric acid, except in 
subjects in whom there is lymphoid hyperplasia. 
In this instance, tissue breakdown increases the 
uric acid excretion. 

The effect on fat metabolism: The mobilization 
and utilization of depot fat for conversion to car 
bohydrate by the liver may result in incomplete 
breakdown of fat and the presence of “ketone 
bodies” in blood and urine. If the rate of metabolic 
utilization of these “ketone bodies” does not keep 
pace with the rate of release by muscle and other 
tissues, as is the case normally, ketosis may result. 
A transitory rise in ketone bodies may occur, there- 
fore, with adrenal cortical stimulation. As_ liver 
glycogen is deposited, excess transfer of depot fat 
to the liver decreases. (Despite this, the low res- 
piratory quotients found in patients and animals 
receiving adrenal cortical stimulation suggests di- 
rect peripheral utilization of fat, thus netting an 
increase in carbohydrate reserve.) It is of interest 
that visible redistribution of the fat depots takes 
place with prolonged high level adrenal cortical 
stimulation or administration of Cortisone—the 
Cushing Syndrome facies, with fullness of the 
cheeks, “buffalo hump” over the cervical region, 
and fatty accumulations on the trunk, while the 
extremities remain thin. 

Miscellaneous effects: (a) Effect on lymphoid 
tissue: There is a decrease in circulating lympho- 
cytes of transient character, and blood eosinophils 
tend to disappear during the period of hormonal 
effect. A lysis of fixed lymphoid tissue likewise 
takes place. This phenomenon is largely a function 
of Compound F-like hormones and is more marked 
in animals than in humans. The destruction of 
tissue as well as circulating lymphocytes is also as- 
sociated with an inhibition of fibroblastic prolifera- 
tion. Thus, the tissue response to infection is com- 
pletely altered, proliferative and exudative proc- 
esses are stopped or inhibited and may even re- 
gress if present. The latter has been manifest by 
the breaking down of walled-off abscesses and 
tuberculous lesions in patients who have been un- 
der therapy. These changes in infectious processes 
occur in the absence of detectable changes in anti- 
body titer. 

(b) Effect on connective tissue: There is a de- 
crease in scar formation, collagen formation, round 
cell infiltration, and edema, leading to a decrease 
in inflammation. 

(c) Effects on enzyme systems: 

Hyaluronidase is an enzyme which acts upon 

the material forming the intercellular substance. 
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This substance is a polysaccharide and is acted 
upon by the hyaluronic acid which is the chief 
component of connective tissue. Inhibition of 
hyaluronidase, which results from Compound 
F-like action, decreases spread of substances in 
tissue. It is thought that this process is related 
to the spread of an inflammatory reaction in 
tissue by decreasing the shift of body fluids in 
the tissues and decreasing fibroblastic prolifera- 
ation in mesenchymal tissue. It is of interest that 
Compound A and desoxycorticosterone acetate 
have no effect in the inhibition of this mecha- 
nism and also are lacking in effect in the col- 
lagen diseases. 

Lysozyme is an enzyme which acts upon in- 
testinal mucus. It is found in low concentration 
in the normal intestine, and high concentration 
in patients with ulcerative colitis. Decrease in 
lysozyme titer occurs in patients with ulcerative 
colitis following therapy with ACTH and Corti- 
sone. 

Pepsin, the proteolytic enzyme of the gastric 
secretion, pepsinogen, the  inactive-precursor 
thereof, and uropepsin, the urinary excretory 
product of pepsinogen, all show a marked rise 
during ACTH or Cortisone administration. This 
phenomenon probably explains some of the in- 
crease in appetite observed in treated subjects, 
as well as accounting for the reactivation of pre- 
viously existing peptic ulcers which have been 


reported. 
Histamine is formed from histidine in the body 
and is associated with characteristic tissue 


changes in a hypersensitive subject. Increasing 

the adrenal cortical output of Compound F-like 

hormone results in decreased formation of hista- 
mine, destruction of histamine by histaminase, 
and increased excretion of histidine in the urine. 

(d) Effect on calcium and phosphorus metabo- 
lism may be exerted in two ways. Large doses of 
ACTH or Cortisone induce a loss of calcium and 
phosphorus in both urine and feces. This undoubt- 
edly results from alteration of the bony matrix due 
to interference with protein synthesis. Osteoporosis 
occurs as one of the cardinal manifestations of 
Cushing Syndrome and the physiology thereof has 
been well described by Albright. 

3. The Androgenic Hormone—The adrenal an- 
drogens: Steroids which are chemically related in 
structure to testosterone and produce effects similar 
to the testicular androgens. These effects involve 
masculinization, retention of sodium, potassium, 


chloride, nitrogen, and phosphorus. It should be 


ae 


pointed out that in females, all androgenic secre- 
tion is of adrenal origin whereas in the male one- 
third of such secretion comes from the testes. 


Contraindications 


With the foregoing background of information, 
it is now appropriate to examine this data for the 
information which we require to use these agents 
in clinical problems. 

What constitutes specific situations in which 
ACTH or Cortisone should never be used, or if 
used, should be administered with extreme caution 
and control? 

1. Heart disease—patients in a borderline state 
of compensation, i.e., who have previously been 
in failure, who are in failure, or who may go into 
failure, should never be given the drugs. Sodium 
retention and increased blood volume induced by 
adrenal cortical stimulation may rapidly induce 
heart failure in an otherwise compensated cardiac. 
Acute rheumatic fever with heart failure is an ex- 
ception to this category. 

2. Renal insufficiency—patients with an im- 
paired renal excretory mechanism in a_ borderline 
state of renal compensation may get into serious 
difficulty because of rapid sodium retention. 

3. Peptic ulcer—a history of a duodenal or gastric 
ulcer in the past should constitute a contraindica- 
tion. Several recurrences have been reported result- 
ing from the increased production of pepsin by the 
gastric mucosa. 

4. Pulmonary tuberculosis—the break down of 
previously walled-off tuberculous lesions with rapid 
extension and dissemination has been reported. If 
there is any question about the stability of a tuber- 
culous lesion, do not give these drugs. The making 


of chest films on all patients for whom therapy 
is contemplated is imperative. 


5. Patients with any undiagnosed fever or any 
inflammatory or infectious process which has not 
been completely evaluated. Adrenal stimulation 
may result in a temperature elevation dropping to 
normal, disappearance of pain and abdominal 
rigidity, fall of the leukocyte count to normal, and 
a sensation of well-being, while the patient is dying 
of a spreading peritonitis. Deaths have been re- 
ported due to peritonitis from a ruptured gallblad- 
der and a ruptured appendix which went unrecog- 
nized due to the masking of the symptoms. Finland 
has reported a patient with a fulminating lobar 
pneumonia whose temperature and white count 
fell to normal after ACTH therapy. The patient 
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felt clinically weli, although a positive blood cul- 
ture was still obtainable, and extensive involvement 
was evident in the chest roentgenogram. 

There is marked alteration of tissue resistance to 
infection in both man and animals resulting from 
adrenal cortical stimulation. This phenomenon can 
be seen in animals when bacterial toxins are ad- 
ministered. Thomas, et al, reported that complete 
renal cortical necrosis uniformly ensued in Corti- 
sone-treated rabbits to which endotoxin from Gram- 
negative microérganisms was administered. Un 
treated animals survived. ACTH was much less 
active in this regard than was Cortisone. 


Differences Between ACTH and Cortisone 
What is the difference between ACTH and 


Cortisone, and does it make any difference whether 
one or the other is used? 

The differences between these agents following 
their exogenous administration to patients with 
normal glands, can best be tabulated as follows: 


ACTH Cortisone (Compound E) 
(adrenocorticotropic hormone) 


produces adrenal cortical 
hypertrophy 


Depresses endogenous pituitary 
secretion of ACTH 


Stimulates adrenal cortex to 
produce adrenal steroids includ- 
ing Cortisone, compound F-like 
hormones, desoxycorticosterone, 
and probably others 


Abolishes the normal autoregu- 
lation of ACTH secretion by the 
pituitary, controlled by the va- 
riation in titer of circulating 
adrenal cortical steroids 


Acts by way of the adrenal cor- 
tex only 


Inactive by mouth or locally 


Produces adrenal cortical 
atrophy 


Depresses endogenous pituitary 
secretion of ACTH 


Depresses adrenal cortical se- 
cretion 


Abolishes the normal autoregu- 
lation of ACTH secretion by the 
pituitary, controlled by the va- 
riation in titer of circulating 
adrenal cortical steroids 


May act directly on the end- 
organ 


Active by mouth or locally 


Antigenic for some patients due N tigenic—synthetic origin 
to preparation from protein 


It should be pointed out that changes induced 
by ACTH or Cortisone are reversible upon cessa- 
tion of therapy. It should also be emphasized that 
regardless of whether ACTH or Cortisone is ad- 
ministered, if the dosage has been large, and the 
period of administration longer than 7 to 10 days, 
upon sudden cessation of therapy, there ensues a 
temporary state of adrenal insufficiency. With Cor- 
tisone this results from the induced adrenal corti- 
cal atrophy as well as interference with autoregula- 
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tion of ACTH secretion by the pituitary. With 
ACTH administration, although there has resulted 
an adrenal cortical hypertrophy, the mechanism of 
endogenous ACTH secretion by the anterior pitui- 
tary has been suppressed, temporarily leaving a hy- 
pertrophied adrenal cortex without its normal 
stimulus to secrete. In actuality this results in a 
temporary Addisonian-like state during which a 
patient must be carefully watched. (See Figures 
1 and 2). 

There are good reasons, therefore, for believing 
that with long-term, high-dosage Cortisone therapy, 
the giving of ACTH for a few days prior to cessa- 
tion of the treatment may correct the adrenal cor- 
tical atrophy induced by Cortisone. Similarly, ces- 
sation of high-dosage ACTH therapy should be car- 
ried out with a gradual reduction (reducing by 
about one-fourth of the total dose per day until 
a 10 to 15 mg. per day dose is attained), so as to 
allow for recovery of the normal anterior pituitary 
secretion of ACTH which has been suppressed 
during the period of treatment. 


Indication for Treatment 


The diseases in which ACTH, Cortisone, or 
Compound F-like substances may be employed 
may be discussed in several ways. In the following 
I shall concern myself with principles of therapy. 
Comments regarding dosage levels and form of ad- 
ministration will be summarized at the end of this 
article. 

In what situations is the use of ACTH or Cor- 
tisone obligatory? 

1. Acute inflammatory eye diseases including 
acute iritis, herpes zoster, sympathetic ophthalmia, 
nonspecific superficial keratitis, and prevention of 
exudative phenomena associated with eye surgery. 

Many other eye conditions have been described 
in which parenteral use of ACTH or Cortisone or 
the use of Cortisone locally in the eye have been 
dramatically beneficial. The mechanism of activity 
would seem to center around the prevention of 
exudative changes in a critical structure where the 
usual fibroblastic organization of such changes 
cause permanent tissue damage and visual loss. 

2. Acute burns, involving a large surface area. 
Prevention of exudation, decrease in scar tissue 
formation and retention of sodium are phenomena 
that favorably influence the course of massive 
burns. 

3. Acute hypersensitive states: Status asthmati- 
cus, drug reactions, snake bites, serum reactions, 
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often show dramatic responses with short course, 
low-dosage. therapy. 

4. Acute stages of certain skin diseases: Atopic 
dermatitis and exfoliative dermatitis frequently 
clear up rapidly. 


Palliative Use 


In what situations may the use of ACTH or 
Cortisone be considered for palliation? 

1. The collagen group of diseases including 
rheumatic fever, rheumatoid arthritis, disseminated 
lupus erythematosis, periarteritis nodosa, dermato- 
myositis, and scleroderma. 

It should be pointed out that in the chronic 
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Figure 1. Effect of ACTH on pituitary-adrenal system. 
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Figure 2. Effect of Cortisone on pituitary-adrenal system. 


phase of these diseases, no cure results. Some of 
the chief problems are those which arise upon 
withdrawal of therapy, following which there may 
be a reactivation of the disease in a form far more 
intense than that present initially. 

Most controversial of these entities is rheuma- 
toid arthritis. It is my opinion that frequently as 
much harm as good can be produced. The chronic 
smouldering variety of rheumatoid arthritis, i.e., 
that which has been present for several years, 
which sometimes is a little worse, sometimes bet- 
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ter, and which is associated with a sedimentation 
rate that runs around 40 to 60 mm./hr., should 
be left alone. I reserve steroid therapy for those 
individuals who are in an acute fulminating phase 
of the disease. There is some justification for the 


use of steroid therapy in a patient in a chronic . 


phase of the disease when one hopes to effect some 
rehabilitation. Temporary freedom from pain often- 
times will allow the physiotherapist to use more 
strenuous measures. These measures can, however, 
be undertaken without the hazard of steroid 
therapy. 

Acute rheumatic fever represents a different cate- 
gory of collagen disease and presents a different 
situation—somewhat analogous to a fulminating at- 
tack of rheumatoid arthritis. In an initial attack, 
one wants to prevent the exudative, infiltrative, and 
inflammatory processes and the subsequent scar 
tissue formation which can involve both the myo- 
cardium and the endocardium. 

It is necessary that the clinician recognize that 
in treating a collagen disease, whatever has in- 
cited the reaction of the mesenchymal tissue has 
not been aboiished. Rather the fibroblastic activity 
has been temporarily suppressed, and it can come 
back following the cessation of treatment. It would 
seem prudent, therefore, to screen the subjects for 
whom steroid therapy is to be used. All of us have 
witnessed dramatic inhibition of activity in an 
acute case of rheumatic fever, with salicylates 
alone. We are now witnessing dramatic cessations 
of rheumatic activity after the giving of ACTH or 
Cortisone. Unfortunately, we are witnessing ex- 
acerbations of activity upon cessation of therapy. 

A conservative attitude concerning the use of 
ACTH and Cortisone in cases of acute rheumatic 
fever would be one in which these agents are re- 
served for the fulminating problems. Under such 
circumstances maximal stimulating doses are 
thought advisable. The use of ACTH made from 
sheep pituitary in doses of 25 mg. (diluted in 500 
to 1,000 ml. isotonic glucose and water) and ad- 
ministered slowly intravenously over an 8- to 12- 
hour interval has been thought to produce the 
most rapid adrenal cortical stimulation. By the in- 
travenous route, the smaller dosage is sufficient for 
maximal effect, and maintenance therapy should 
be dropped to an even smaller dose dependent 
upon the clinical situation. 

In line with previous comments concerning the 
use of ACTH or Cortisone in an acute infectious 
disease, it should be remembered that the best 


available evidence indicates that rheumatic fever 


represents a hypersensitivity phenomenon subse- 
quent to a previously sensitizing streptococcal in- 
fection. Most sources for difficulty would seem to 
arise if ACTH or Cortisone is used in instances in 
which the diagnosis of acute rheumatic fever is not 
clear-cut. Frequently the diagnosis may be equivo- 
cal. If there is any question as to state of activity, 
or the presense of an active rheumatic myocarditis, 
salicylates would be a much safer choice for therapy. 

2. Ulcerative colitis. Grey and Kirsner agree 
that in many cases acute episodes of ulcerative 
colitis can be brought into remission by ACTH 
and Cortisone. A drop in lysozym¢ titer was asso- 
ciated with clinical improvement, and a decreasing 
number of stools containing less blood and mucus. 
This improvement does not represent a cure, but 
rather that the course of the inflammatory, exuda- 
tive process can be altered during a critical phase. 
Any agent capable of thus inducing a remission of 
the disease, even though temporary, is of clinical 
value. 

Numerous other uses for ACTH and Cortisone 
have been reported by various workers. While these 
results may prove significant, they still require con- 
firmation and the tests of time. 


Clinical Control 


It seems somewhat incongruous that without 
caution in the course of treating a disease process, 
we may first give our patients a Cushing syndrome, 
and then induce Addison’s disease. There is every 
reason, therefore, that all safeguards are established 
to prevent catastrophy at these extremes. 

What are the control measures, and which are 
adaptable for use by the average physician in the 
average community hospital? 

1. Refusal to use ACTH or Cortisone in cases 
in which they should never be used. 

2. Insistence on making a diagnosis before start- 
ing treatment. 

3. Constant watch to prevent untoward effects: 
Daily weight measurement. Any tendency to 
edema accumulation should be promptly detected 
and controlled. If therapy must be continued over 
a period longer than 7 to 10 days, restriction of 
sodium in the diet to 700 to 1,000 mg. a day is 
essential. 

Prevention of hypopotassemia and alkalosis. 
These conditions develop insidiously and may be- 
come serious if therapy is continued for three to 
four weeks. This situation can be avoided by sup- 
plying additional potassium by mouth either in the 


GP @ Volume IV, Number 2 


: 
a 
: 
: ; 
: 
: 


form of 2 to 4 Gm. of potassium chloride per day 
or in the form of commercial beef extracts at the 
rate of two tablespoons per day. While most com- 
munity hospitals do not have flame photometers or 
facilities for measuring serum sodium or potassium 
values, hypopotassemia can be readily recognized 
by the characteristic changes in the electrocardio- 
gram. These are: Inverted to low and wide T 
waves; prolonged Q-T interval; depressed S-T seg- 
ment; and low voltage: 

4. Laboratory tests. The eosinophil count shows 
only that the adrenal gland is responding to stim- 
ulation; it is not a measure of dosage. 

Glycosuria should be watched for, and if it oc- 
curs, a fasting blood sugar determination should be 
obtained. If this ranges over 150 mg. per cent, in- 
sulin may be used or the therapy may be modified. 
With regard to the glucose tolerance test, a diabetic 
curve develops, but this is of no clinical value; ex- 
cept in cases of diabetics or latent diabetics. 

Uric acid-creatinine ratio: Since creatinine is ex- 
creted at a constant rate in the urine and uric ex- 
cretion is increased upon adrenal cortical stimula- 
tion, this ratio should rise by 50 per cent if ade- 
quate stimulating doses are being given. This ratio 
is of no especial importance to follow; it indicates 
only that the adrenal is being stimulated. 

5. Clinical observation and the course of a pa- 
tient serves as a guide as to total daily dosage to 
obtain remission of symptoms as well as to guide 
maintenance therapy. A stethoscope, a scale, and a 
temperature chart help to avoid difficulty. 


What about dosage levels? In general, Cortisone, 
whether administered intramuscularly or orally, is 
required at levels of two to three times those neces- 
sary with ACTH. Whereas the average case of 
acute rheumatoid arthritis may come under control 
with 40 to 80 mg. of ACTH or rarely more, 100 


to 200 mg. of Cortisone may be required for the 
same purpose. Although there is greater conveni- 
ence with oral Cortisone, there also is a greater 
expense. Furthermore, ambulant therapy with large 
doses of either agent is dangerous. 

Acute asthma or hypersensitive states frequently 
respond to the administration of 10 mg. of ACTH 
every six hours. The treatment may be discontinued 
after 72 hours. Remission of symptoms for as long 
as 3 weeks usually occurs. Recurrence of symptoms 
usually again responds to therapy. We have ob- 
served several remissions lasting up to 18 months 
in our own limited experience. Acute burns may 
require 100 to 200 mg. of ACTH a day for the 
first 3 days with subsequent decrease in dosage. 
Immediate administration of sheep ACTH intra- 
venously may be required. 

Cessation of therapy: No especial precautions 
need be taken if the duration of therapy has been 
from three to five days and the dosage has not 
exceeded 40 mg. of ACTH per day. With larger 
dosage, longer duration of therapy, the mode of 
termination of therapy has been indicated in this 
paper. Because even despite precautions, temporary 
adrenal insufficiency may ensue, supervision of the 
patient during this interval is necessary. The use 
of prophylactic penicillin to prevent or minimize 
infection at this time has been recommended by 
some physicians. 

With the rapid progress being made in the field 
of endocrinology, it is quite possible that this dis- 
cussion may soon be antiquated. As of the present 
writing it would seem to be a conservative compi- 
lation of current thought. No formal bibliography 
is being given and numerous such are available. 
For more detailed data, the reader is referred espe- 
cially to the publications by Thorn, the Josiah 
Macy Foundation, and the handbook edited by 
Mote published by the Armour Laboratories, 
through whose courtesy the illustrations were pro- 


vided. 


ACTH AND PEPTIC ULCER 


Sunce the giving of ACTH has occasionally caused a peptic ulcer to flare up and even perforate 


fatally, physicians will have to be careful in giving the drug to persons with a lesion in the 


stomach or duodenum. 
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The Present Status of... 


When Polio Comes 


Wit the hot weather there is likely to be a new 
flare-up in the incidence of poliomyelitis, and then 
parents will be asking, “What can we do to guard 
our children, what shouldn’t we do, and is there 
any cure in sight?” 

So far as protecting or quarantining children 
goes, the project would seem hopeless. It has been 
well shown that, during an epidemic, most healthy- 
looking persons in the town or city are carrying the 
virus, and can give it to a susceptible person. Under 
such circumstances children can hardly avoid 
contact with the disease, and to quarantine the sick 
is only to lock the barn door after the horse is 
stolen. Many persons during an epidemic have the 
disease in an unrecognizable form with little more 
than some fever and headache. 

The incubation period appears to be somewhere 
between 3 and 35 days. 

The one thing that parents can do during epi- 
demics is to avoid needless travel with their chil- 
dren and needless contacts with people. 

A recent study of the persons in contact with a 
patient with polio showed that the stools of the 
mother, father, and four out of five of the sibs 
contained the virus. Similarly infected were one in 
five of the relatives and friends who came often to 
the house, and one in twenty of the chance ac- 
quaintances or the people who came to deliver milk, 
groceries, or the daily newspaper. 

During 1950 there was much discussion of a 
possible increased danger from polio to a child who 
has recently been vaccinated against diphtheria or 
whooping cough. In some cases the arm or leg into 
which the “shot” was given was the one paralyzed, 
but this, of course, might just happen. Although 
no one could be sure that immunizations make 
children more susceptible to polio, the conclusion 
was that it is well, during an epidemic, to postpone 
the injections. Recently it was shown that animals 
after immunization injections were more susceptible 
to polio. 

The controversy over the influence of tonsillec- 
tomy did not lead to any clear-cut decision, but, 
again it would seem best to postpone the operation. 

It would seem best, also, for children to keep 
out, gf, swimming pools when there is much polio 
about. What with the washings of ‘many throats 
and of many perianal regions, such pools must be 
full of polio virus. 

The discovery that cockroaches carry polio and 
Coxsackie viruses makes it advisable that house- 
holders fight to cut down the number of these in- 
sects in their kitchen and pantry. 


-Very.,,hopeful was the recent report that there 


is a substance in mother’s milk and in the milk of 


an occasional cow which will protect children from 
poliomyelitis. 

In the magazine, Brain, for 1911 (p. 54) there 
is an article on the epidemiology of polio, written 
by Frederick E. Batten. He said that during an 
epidemic in Massachusetts in the years 1907, 1908, 
and 1909, it was noted that in no case was a child 
at the breast affected by the disease. 

In the September, 1950, number of the Archives 
of Otolaryngology, there were two important papers 
emphasizing the fact that in bad cases of polio the 
fatality can be due to suffocation, and a child’s 
life can be saved by the prompt tracheotomy. 

In such cases the physician may have to aspirate 
saliva, vomitus, and mucous secretions from the 
bronchi. He must think of tracheotomy whenever 
the patient in a respirator shows signs of bulbar 
involvement with perhaps cyanosis and struggling. 

According to some writers, muscular spasm in 
cases of polio can be helped with Priscoline. This 
vascular relaxant appeared to cut down on spasm, 
pain, and vasomotor dysfunction. Emil Smith and 
colleagues (J.A.M.A., September 16, 1950) re- 
ported good results in the cases of 663 patients. 
The drug may act partly by increasing the periph- 
eral circulation. The patients feel a flushing. In 
some cases the drug cannot be used because of 
vomiting, palpitation, sweating, chills, and diar- 
thea. For older children the initial dose was 50 mg. 

In September, 1950, R. L. Bennett, of Warm 
Springs, Georgia, pointed out that after three 
months of adequate care, half of the muscle strength 
that will ever return will have come back. By 6 
months, about 75 per cent of the possible recovery 
will have been attained, and after 18 or perhaps 
24 months, all the recovery that can be hoped for 
will have been attained. 

After this, efforts should be directed toward 
teaching the patient to use special apparatus. Later 
perhaps, some orthopedic operation can be _per- 
formed. 

The first chemical to be discovered that will 
stop the growth of polio virus in tissue without 
damaging the tissue was reported recently by Drs. 
Gordon C. Brown and W. W. Ackerman, of the 
University of Michigan. 


' The drug is ethionine, a’ relative of methionine, 


which the body uses in building up proteins. More 
tests will have to be made on animals before th 
drug can be used on children. It is probable th 

the dosage necessary to help a child would have ft 
be large enough to produce discomfort. The impor- 


tant point is that now a door seems to have been 


to research which may bring .an_antipolio 
Tu 


GP @ Volume IV, Number 2 


E 
tae 
| 
| He 
4 
; 
ae 


Cips from Other Journals 


Diabetes in Pregnancy 


One of the most difficult problems encountered by 
a physician is that of getting a normal living child 
at term for a woman who has severe diabetes. A 
good article on the subject is by James M. Moss 
and H. B. Mulholland (Ann. Int. Med., March, 
1951). They studied the pregnancy records of 500 
diabetic women, seen at the University of Vir- 
ginia Hospital in 20 years. Their fertility was high 
but many suffered spontaneous abortions. The 
abortion rate was 21.4 per cent for the definitely 
diabetic, and 12.2 per cent for a group of women 
who later developed diabetes. In some series of 
cases, the abortion rate for women who later be- 
came diabetic was as high as 18 per cent. 

Stillbirths are common. In the series reported 
by Moss and Mulholland, 26.2 per cent of the 
pregnancies in the diabetic women, and 8.5 per 
cent of those in the prediabetic group, ended in a 
stillbirth. In the cases of normal women, only 2.1 
per cent of the infants are stillborn. 

The children born to diabetic mothers tend to 
be large, fat, edematous, and sluggish. Some are 
cyanotic and dyspneic, and suffering from atelec- 
tasis. At autopsy, these babies have a large heart, 
a large liver, large genitalia, large adrenals, and 
other abnormalities. Quite a few die soon after 
birth. The incidence of such neonatal deaths 
among the children of diabetics was 7.1 per cent, 
and among the children of prediabetics, 6.7 per 
cent. 

The total fetal mortality rate, including abor- 
tions, stillbirths, and neonatal deaths, was 54.7 per 
cent for the offspring of diabetics, and 27.4 per 
cent for the offspring of prediabetics. Interestingly, 
in the cases of children born in the five years pre- 
ceding the discovery of diabetes in the mother, the 
death rate was 38.9 per cent. 

Of the babies born to the diabetic mothers, 26.2 
per cent weighed over ten pounds. Premature de- 
livery occurred in the cases of 14.3 per cent of the 
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diabetic mothers. In many cases, there was an ex- 
cess of amniotic fluid. 

Seven per cent of the babies of diabetics were 
born by breech. Evidence of toxemia was found in 
42.8 per cent of the diabetic mothers, and in 14.2 
per cent of the prediabetic mothers. 

Six diabetic mothers who were treated with 
large doses of estrogens and progesterone, all se- 
cured live babies. 

Smith and Smith showed that those diabetic 
women who have complications during pregnancy 
usually have too much gonadotrophin in the serum, 
and a decreased urinary excretion of estrogen and 
pregnanediol. According to Smith, Smith, and 
Hurwitz (1946), stilbestrol works just as well 
in preventing the loss of babies as do the more ex- 
pensive drugs. Stilbestrol is helpful also in pre- 
venting the complications of pregnancy. Moss and 
Mulholland recommended treatment with estro- 
gens in all cases of pregnancy in diabetics. 

It would seem now that all women who are 
overweight, and especially those who come from 
a family in which diabetes often shows up, from 
time to time, and especially when pregnant, should 
have a glucose tolerance test carried out. The physi- 
cian must not wait until they show sugar in the 
urine. By that time they may have lost their baby. 


Diaphragmatic Hernia Without Synyptoms 


Ir 1s OFTEN hard to say whether or not a hiatus 
hernia is producing the symptoms of which the 
patient complains; in a high percentage of cases the 
hernia should not be operated on; even if it is pro- 
ducing a few symptoms, they are not so bad that 
the patient should be put to the risk and expense 
of having the operation. 

Recently, Irving B. Brick and Harold I. Amory 
reported a study of the frequency of hiatus hernia 
in the cases of 3,448 patients who underwent a 
roentgenologic examination of the stomach (Arch. 


Surg. (60:1045, 1950)). A hiatus hernia was di- 


2 
81 
4 
° 


agnosed in 308 cases. This is an incidence of about 
9 per cent. Eighty-two per cent of the patients with 
a hernia were over 50 years of age. Most of them 
had some symptoms. 

In another group of 300 cases of ambulatory 
persons over 50 years of age, found in an Old 
Soldiers’ Home, a hiatus hernia was found in 1.3 
per cent. This figure compares well with other re- 
ports of around | per cent in series of patients 
without pain or indigestion. 

Brick and Amory felt that since the incidence 
of hiatus hernia is 9 per cent among persons who 
suffer from pain and indigestion, it is probable 
that in most cases, the lesion produces some symp- 
toms. 

Physicians must always question the patient care- 
fully in order to make sure that there is not, be- 
sides the hernia, coronary heart disease or gall- 
stones. Often, the patient is overweight, with a 
large fat abdomen, and then the reduction of 20 or 
30 pounds will usually give much relief. 

It is always questionable if a particular epigastric 
distress or pain is due to the hernia, especially if 
it is not made worse by eating a big meal or bend- 
ing over to tie shoes, or lying down right after 
eating. Sometimes, with hernia, one can get a his- 
tory of a little difficulty in swallowing, or because 
of the formation of an ulcer in the part of the 
stomach which is pinched in the hernia, there may 
be some bleeding. 


A New Malaria Cure 


Accorpinc to Science News Letter for December 
2, 1950, the new drug quinacrine is four times as 
effective as any malarial drug yet tested. It is made 
from the common corn cob. 

It appears to be 100 per cent effective in pre- 
venting relapses in the vivax type of malaria. For 
the best effects, it should be given with quinine. 

B. Strauss and J. Gennis reported the treatment 
of 50 patients suffering from a relapsing type of 
vivax malaria (Ann. Int. Med., Dec., 1950). They 
treated these patients with pentaquine monophos- 
phate, 10 mm., combined with 0.6 Gm. of qui- 
nine sulfate given every eight hours for fourteen 
days. As a control group, they used 49 patients 
treated with chloroquine diphosphate which is 
highly effective in the treatment of the immediate 
attacks of the malaria but ineffective in the treat- 
ment of the relapses. They gave 1 Gm. of the 
chloroquine and followed this in six hours with 
0.5 Gm. On the second and third days they also 


gave 0.5 Gm. and kept giving the drug until they 


had given a total of 2.5 Gm. 


The two groups of patients were watched for 
18 months. Among the 50 patients receiving penta- 
quine only one suffered a relapse, while in the 
control group there were 17 patients who got re- 
lapses. These patients had 22 relapses. The authors 
concluded therefore that pentaquine plus quinine 
is an excellent treatment. Fortunately there were 
no toxic reactions from the drug. 

According to J. H. Edgcomb, et al, the new 
drug primaquine, has been found to be better than 
both pamaquine and isopentaquine oxalate (J. Nat. 
Malaria Soc., Dec., 1950). 

The primaquine will cure severe vivax malaria 
in fairly nontoxic dosage. It also helps to give 
quinine with the new drug. 


Insensitivity to Pain 


INsTRUMENTs devised to measure the pain thresh- 
old of individuals have revealed some who are al- 
most immune to pain. The machine can be turned 
up so as to give the most powerful stimulus avail- 
able, and the person will remain comfortable. Re- 
cently in the literature, there have been reports 
of a number of such cases. One was that of a child, 
and another was that of a woman aged 22, re- 
ported by McMurray (Arch. Neurol. & Psychiat., 
November, 1950). This insensitive woman appar- 
ently could not be hurt. Under strong stimulation 
she not only did not complain but she showed no 
rise of blood pressure and no increase of heart 
rate. 

It is curious that recently a man who was ab- 
solutely insensitive to pain as it is produced by 
the Hardy-Wolff thermal stimulator, developed a 
neuritis in his neck and one arm, and in spite of 
his insensitivity, sat up night after night in an 
agony of pain. 

It is often important that the physician know 
that the patient before him is unable to feel pain 
because this fact may explain his failure to feel an 
ulcer of the duodenum or a cancer of the stomach. 


Hunger and Hypothalamic Lesions 


For long it has been known that tumors at the 
base of the brain affecting the hypothalamus will 
result in a fat patient. Neal E. Miller, Clark J. 
Bailey, and James A. F. Stevenson noted that in 
several types of experimental animal, a_ bilateral 
lesion produced in the region of the ventromedian 
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nuclei of the hypothalamus will produce a marked 
increase in the food intake (Science, Sept. 1, 
1950). There is no corresponding increase in en- 
ergy output and hence the animal gets fat. 

A curious discovery was that if the animals were 
given all the food they cared to eat, they ate a 
great deal, but if they had to overcome some resist- 
ance or to do some work to get at the food, they 
would not bother to make the effort. 

To physicians the significance of such observa- 
tions is that a brain lesion must be thought of 
when a patient suddenly develops a huge appetite 
and puts on much weight. With this change there 
may be amenorrhea in women and a loss of sexual 
power in men. In many cases the injury to the 
hypothalamus is wrought by encephalitis. 


Abdominal Pain 


As Witu1Am Hinton said in a fine article on ab- 
dominal pain (New England J. Med., Vol. 242, p. 
489, 1950), the able surgeon is always distressed 
on reviewing a large number of case records, to 
find how often the abdomen was opened and no 
disease was found. 

The reason for this usually is that in many cases 
the pain was due to anxiety neurosis with conver- 
sion symptoms, to a migraine equivalent, to an 
epilepsy equivalent, or to a fibrositis in the abdomi- 
nal wall. In many cases, if the surgeon had only 
taken a good history, he would have found that 
he was dealing with an ovulation pain or mittel- 
schmerz. 

Hinton states that the diagnosis of an acute ab- 
dominal pain must often be made almost entirely 
on the basis of a good history. Laboratory and x-ray 
studies are commonly misleading, especially if the 
surgeon grasps at such straws as a “slowly empty- 
ing gallbladder,” an appendix which fills or does 
not fill, a diverticulosis of the colon, or some other 
harmless condition. 


Operation for Hypertension 


J. J. Tuorre, W. J. Welch, and C. A. Poindexter 
reported their observations on 500 patients with 
hypertensive disease, all subjected to a_ bilateral 
thoracolumbar sympathectomy between January, 
1942, and July, 1948 (Am. J. Med., Oct., 1950). 
The doctors described the conditions of the pa- 
tients before operation, and graded them accord- 
ing to the method of Keith, Wagener, and Barker. 
They used, also, the classification of Palmer and his 
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associates which takes into account the amount 
of damage to several other organs of the body be- 
sides the eyes. 

The surgical death rate was 8.8 per cent, which 
is too high. In the hands of some surgeons the im- 
mediate death rate is low. The average period of 
observation was three years. In the follow-up study 
the doctors learned that the result of operation was 
excellent or good in 27 per cent, fair in 29 per 
cent, poor in 12 per cent, bad in 22 per cent who 
died, and unknown in 10 per cent. 

They said that absolute contraindications to the 
operation are: (1) intractable failure of the heart; 
(2) insufficiency of the kidneys; (3) mental con- 
fusion; and (4) small or large strokes or myocar- 
dial infarction. 

The authors felt that sympathectomy could be 
used as a palliative procedure in cases of hyperten- 
sive disease, usually in class 4 and in selected 
cases in class 3. Some experts in this field feel that 
the operation is rarely of value in cases of malig- 
nant hypertension of class 4. 

The writers do not recommend the operation for 
patients with hypertension graded 1 and 2, in 
which the patient can get along very nicely with- 
out surgical intervention. 


Sudden Death 


Mitton Hevpern and S. M. Rabson have written 
an excellent series of articles on sudden death 
(Am. J]. M. Se., 1950). 

In their first paper, they reported that among 
diseases causing sudden death, those of the heart 
and the aorta are numerous. They accounted for 
45 per cent of the 2,030 deaths studied. Disease of 
the respiratory system followed, with 23 per cent; 
of the nervous system, with 18 per cent; and of 
the digestive and urogenital systems together, with 
slightly less than 10 per cent. Curiously, in 8 per 
cent of all the cases, sudden death was associated 
with lobar pneumonia. 

In the second paper, the authors noted that 
coronary artery disease was responsible for 30 per 
cent of the 2,030 sudden deaths. Very interesting 
is the fact that in three-fourths of the cases of sud- 
den death from coronary disease, it was progressive 
arteriosclerosis and not a fresh thrombosis which 
killed the patient. 

In 4.7 per cent of the 2,030 cases, the death was 
due to subarachnoid hemorrhage, usually from rup- 
ture of a tiny aneurysm on the circle of Willis. 
Many a man who, on dropping dead, is assumed 
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to have had a heart attack may well have had a 
hemorrhage at the base of the brain. A good article 
on this subject appeared in 1939 by McDonald 
and Korb (Arch. Neurol. & Psychiat.). They re- 
viewed 1,125 cases of this disease. 

Curiously, in almost a fourth of the cases in 
which a person died of subarachnoid hemorrhage, 
the source of the bleeding could not be located by 
the pathologist. Similarly, in many cases in which 
persons bleed severely from the digestive tract, the 
point of bleeding cannot be found, even at an 
autopsy. 


Cancer of the Tongue 


Constance A. P. Woop reported the results of 
treatment of 182 patients with carcinoma of the 
tongue (Am. J. Roentgenol., 1950). She used a 10 
Gm. radium beam unit, and irradiated the tongue 
through the neck glands. The treatment was con- 
tinued for a period of 42 days. In the cases of pa- 
tients with a lesion on the anterior two-thirds of 
the tongue, the five-year survival rate was 27 per 
cent, whereas in the cases of lesions on the back 
one-third of the tongue, the survival rate was 18 
per cent. When the patients with tongue cancer 
had no obvious metastasis to the cervical nodes, 
the five-year survival rate was 35 per cent. 

It is interesting to see how many of the patients 
went untreated until the tumor of the tongue was 
3 to 4 cm. in diameter. 


Atresias of the Gastrointestinal Tract 


AN INTERESTING review of atresias of the gastroin- 
testinal tract by Charles H. Evans appeared re- 
cently (Internat. Abstr. Surg., Jan., 1951). He 
stated that intestinal atresias occur in about 1 in 
every 20,000 or 40,000 births. He studied 1,498 
case reports. 

Unfortunately, in most cases, the diagnosis was 
made too late. The condition must, of course, be 
thought of immediately whenever an infant passes 
little if any meconium, vomits much, or has a 
bloated abdomen. 

A substance resembling meconium can reach 
the colon in cases in which the obstruction is high 
up in the small bowel. A microscopic study of this 
material will show an absence of those elements 
which are shed from the skin of the fetus and 
then swallowed with the amniotic fluid. Scout 
films of the infant’s abdomen are, of course, tre- 
mendously helpful when they show no gas below 
some region of the gut, such as the duodenum. 


Snoring 


Rosert ELMaN reported some experience with a 
young men who snored so loudly that his bride 
was thinking of leaving him because she could not 
get any sleep with him around (J.A.M.A., April 
21, 1951). Elman had roentgenograms made later- 
ally of the patient’s pharynx, and these showed 
that, with the head in the normal or somewhat 
flexed position, both the epiglottis and uvula were 
almost in contact with the posterior pharyngeal 
wall. On hyperextension of the head, they became 
separated to a considerable distance. Elman ac- 
cordingly fitted the patient with an easily applied 
and removable Thomas collar, and asked him to use 
it at night. Actually, this collar relieved the snoring. 
Later, the patient discovered he could get the 
same result by sleeping on his back with a small 
pillow at the nape of the neck which hyperex- 
tended the head. 


Hysterectomy Today 


In a fine review of abdominal hysterectomy made 
by Wm. W. Curtis, Earl Suckow, and J. W. 
Huffman (Am. J. Obst. & Gynec., Vol. 59, p. 989, 
1950), the authors report a study of 1,034 opera- 
tions for benign pelvic disease performed at the 
Passavant Memorial Hospital in Chicago during 
the years from 1929 to 1947. One of the most in- 
teresting points they make is that with the now 
greatly lowered immediate mortality, there seems 
little advantage in performing a vaginal type of 
hysterectomy. 

The over-all mortality rate in the series was 0.29 
per cent. There have been no hospital deaths among 
the 343 patients operated on since 1945. 


Joint Changes in Psoriasis 


For years, it has been known that a certain type - 
of arthritis appears in patients with psoriasis. Re- 
cently, John Fawcitt reported that joint changes 
are noted in some 12 to 15 per cent of patients 
with the skin disease (Brit. ]. Radiol., 23:440, 
1950). Apparently, several different types of ar- 
thritis can occur with the psoriasis. 

The joints most commonly affected are those of 
the hands and feet and spine, also the knees, 
ankles, elbows, shoulders, hips, and the sacroiliac 
regions. 

The lesion observed most commonly is a destruc- 
tive arthritis of the hands and feet. 
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Potassium Deficiency 


One should never give a solution of potassium 
chloride to a patient unless he is putting out at 
least 750 cc. of urine a day, according to Leon J. 
Marks (Ann. Surg., 132:20, 1950). Also, potassium 
should not be given when there is shock, an insuf- 
ficiency of the adrenal cortex, a greatly lowered 
amount of calcium in the blood, severe dehydration, 
recent and severe burns, or advanced insufficiency 
of the kidneys. 

Whenever one is giving potassium, an electro- 
cardiogram should be made each day, and, if pos- 
sible, the level of potassium in the serum should 
be estimated. 

A good research paper on the loss of potassium in 
experimental intestinal obstruction is to be found 
in Surgery, Gynecology and Obstetrics for January, 
1951. It is by J. A. Schilling and his colleagues. In 
cases of acute intestinal obstruction in dogs, only 
some 4 per cent of the total body content of potas- 
sium was lost, while the corresponding loss of sodi- 
um approximated 25 per cent of the body total. 

On administration of solutions of sodium and 
potassium, there is a prompt interchange of these 
substances between the cells and the surrounding 
fluids. When potassium is displaced, it is quickly 
excreted in the urine, even when there is a lack 
of the ion in the body. 

In experiments it was found that the concentra- 
tions of sodium and potassium in normal intestinal 
secretions remained remarkably constant, in spite of 
the administration of considerable amounts of these 
substances, or in spite of the loss of these elements 
from the body. In cases of acute intestinal obstruc- 
tion, there was much more potassium than sodium 
lost from the bowel. 


Ectopic Pregnancy 


Burorp Worp has a good article based on the 
study of 140 recently seen cases of ectopic pregnancy 
(Surg., Gynec. & Obst., March, 1951). Abdominal 
tenderness was the most constant sign observed. 
It was present in 92.8 per cent. The next most 
common sign was a tender cervix as detected by 
vaginal examination. This occurred in 84 patients. 
A pelvic mass was felt in 80 cases; a soft cervix 
was identified in 69 patients; the uterus was felt 
to be enlarged in 49 cases; and vaginal bleeding 
was present in many Cases. 

Seventeen per cent of the patients were admitted 
to the hospital in a state of shock. Air hunger was 
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a common sign when the patients were going into 
shack. 

Word stated that a good way of making the 
diagnosis was to stick a large hypodermic needle 
into the cul-de-sac and aspirate. It is important to 
get an estimate of hemoglobin and a blood count. 
In some cases the red cell count fell to 1,250,000. 

Operation showed that a mistake had been 
made in 34 cases. In one case the patient had a 
ruptured corpus luteum cyst, with much blood in 
the abdominal cavity. In eleven of the patients 
with a wrong diagnosis there was an ovarian cyst, 
and in twelve cases there was an infection of the 
pelvic organs. 

The main features of the treatment are the re- 
placement of blood, and the control of hemor- 
rhage by immediate transfusions and prompt op- 
eration. Removal of the affected tube is the pro- 
cedure of choice. 


Causes of Abortion 


Accorpinc to Albert Davis (Brit. M. J. 2:123, 
1950) a study of 2,665 consecutive cases of abor- 
tion occurring in certain hospitals in London indi- 
cates that the average period of gestation, before 
the interruption, was twelve weeks. Some 87 per 
cent of the patients had been pregnant for from ten 
to fourteen weeks. In 90 per cent of the cases the 
impression gained was that the abortion had been 
induced. Usually the patient had started it herself. 
The most popular method in England is vaginal 
douching under pressure. A few women poked into 
the uterus bits of slippery elm, or other foreign 
bodies. The professional abortionist used either the 
intrauterine douching or catheterization. 

In 84 per cent of the cases, the abortion was in- 
complete, and a physician had to empty the uterus. 
Most of the uteri were infected when the patient 
came in. In 60 cases there had been such serious 


hemorrhage that the patient required a transfusion. 
There were 6 deaths. 


Injuries of the Ankle 


A report by C. E. Ottolenghi et al based on a 
study of 4,296 cases of injuries of the ankle ap- 
peared recently (Rev. Ortop. y traumatol., Buenos 
Aires, 19:151, 1950). 

In simple sprains the authors recommend im- 
mobilizing the part, or the use of an Unna dress- 
ing during the first 10 or 15 days. When pain is 
severe, a local injection of from 10 to 20 cc. of a 
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2 per cent solution of procaine gives relief. In the 
cases of severe sprains, it is well to immobilize in 
a plaster cast which permits walking. One must be 
careful not to overlook subluxation of the astrag- 
alus. Separation of the tibia and fibula results in 
an unstable joint and hence the condition should 
quickly be corrected surgically. 

Among the displaced malleolar fractures the 
most serious are those of the external malleolus, 
and when there is displacement, the fragment 
may be removed without damage to the function 
of the joint. However when the fragment is large 
and there is displacement, or delay in consolida- 
tion, osteosynthesis is indicated. In cases in which 
both malleoli are fractured, immediate anatomic 
reduction with immobilization in plaster is neces- 
sary. 

In some cases of posterior luxation of the foot, 
traction is necessary. When the tibia is badly com- 
minuted and the condition appears to be associ- 
ated with a supramalleolar fracture, anatomic re- 
duction is practically impossible, and after the 
acute phase of the accident has passed, it may be 
best to do a tibiotarsal arthrodesis. 

Many of the old fractures which the expert 
sees have been poorly handled. Astragalectomy is 
not recommended for badly consolidated fractures 
of the ankle. 

Often fractures of the ankle require early treat- 
ment with incision, debridement, and adequate 
excision of contused tissues. Sometimes one can 
use primary closure, secondary suture, and skin 
plastic surgery. When necrosis of bone appears 
early, tibiotarsal arthrodesis is the best precedure. 


Alcoholism and Antabuse 


ANTABUSE was discovered in 1948 by the Danish 
physicians, Jacobsen and Hald. They found that 
if alcohol was drunk a while after the drug had 
been taken, the patient would be ill. This illness 
was produced by the formation in the body of 
acetaldehyde. The treatment of alcoholism with 
the drug is discussed by H. D. Mabe, Jr. (J. Bow- 
man Gray School Med., April, 1950). 

Jacobsen and Hald found that if a person took 
0.5 to 1.5 Gm. of Antabuse he would get sick if 
later he drank some alcohol. There would be a 
feeling of heat in the face and the upper part 
of the chest, arms, and abdomen. There would be 
a dilation of the blood vessels of the sclerae of the 
eye. With this there would be palpitation, short- 
ness of breath, and perhaps nausea and vomiting. 


There might be blushing of the face, followed by 
pallor; also an unpleasant headache. Usually these 
symptoms tended to clear up within a few hours, 
leaving the person sleepy. 

Another drug that acts in a similar way is cyana- 
mide. Men who handle this substance in industry 
will often get sick when they drink. Another drug 
that similarly bothers the alcoholic is carbon disul- 
fide. If a person drinks alcohol after breathing the 
fumes of carbon disulfide, his kidneys may stop 
functioning. 

One thing that helps the action of Antabuse is 
that it is only slowly eliminated from the body. 
Occasionally it produces a mild transient intestinal 
upset with tenesmus and diarrhea. It may also 
give a feeling of fatigue or an unpleasant breath 
with a garlic-like taste. 

Already much research has been done on the 
use of the new drug, and certainly its effects are 
calculated to make a drinker disgusted with his 
whiskey. Probably the difficulty will be to get him 
to take the drug before he drinks. 

F. Gellman and N. B. Epstein reported that 
among 55 patients treated, only 10 have so far 
gone back to their drinking (Canad. M.A.J., June, 
1949). 

In the same journal, R. O. Jones reported the 
death of an apparently healthy man of 29, follow- 
ing the taking of, first, Antabuse, and then an 
ounce of rum. 

One unfortunate feature about the use of the 
substance is the sometimes serious results which 
follow. For instance, in one case, within five min- 
utes after taking alcohol, the man’s breathing 
stopped. Several more such deaths or near-deaths 
have already been reported. The patient may get 
a bad heart attack, or go into convulsions or into 
coma. A person with a bad heart, cirrhosis of the 
liver, nephritis, epilepsy, goiter, diabetes, asthma, 
severe anemia, or addiction to morphine should 
not take Antabuse. 

Most physicians probably would do well to wait 
until there has been further experimentation with 
the substance before trying it on their patients. 


Is Leukemia Transmissible? 


J. T. Lanman and colleagues reported transfusing 
with leukemic blood 5 volunteers suffering from 
cancer (Blood, Dec., 1950). The disease did not ap- 
pear to be transmitted, but some of the recipients had 
strong reactions, one with an anphylactic type of 
storm, and two with a sustained eosinophilia. 
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Pernicious Anemia 


Recentty, W. B. Castle reviewed the present 
status of work on the chemical defect in the body 
which produces pernicious anemia (Ann. Int. 
Med., May, 1951). 

He now believes it probable that the main de- 
ficiency is an absence of vitamin B,,. This absence 
is due largely to the hereditary lesion which pro- 
duces the lack of gastric secretion. Rarely the 
anemia can be produced by the surgical removal of 
part of the stomach. The proximal cause of the 
macrocytic anemia is a decreased production and 
an increased destruction of defective red blood 
cells. 

Defective diets and intestinal disease can result 
in nutritional macrocytic anemias in which the 
predominant deficency is not in vitamin B,, but 
in pteroylglutamic acid. Dietary deficiency in as- 
corbic acid probably restricts the formation of the 
metabolically active and closely related form pter- 
oylglutamic acid known as the citrovorum factor or 
folinic acid. Apparently vitamin B,,, pteroylglutamic 
acid, and ascorbic acid are all needed for the pro- 
duction of red blood cells, but the full significance 
of their interrelations with respect to the nucleo- 
protein metabolism of bacteria, animals, and men 
remains to be disclosed. 


Hypo- and Hyperparathyroidism 


ALTHOUGH disease of the parathyroid gland is prob- 
ably not uncommon, it generally goes unrecog- 
nized for some time. Physicians must think of 
trouble in these glands, especially when a person 
has repeated attacks of stone in the kidneys, or 
when he comes with a story suggesting diabetes in- 
sipidus, or of a caving-in of the back with much 
osteoporosis of the vertebrae. 

The physician must also be able to recognize 
quickly the peculiar fibrocystic areas in the bones. 
A certain woman went for six years asking physi- 
cians why she did not die. After the removal of a 
cancerous breast, she had been told that she had 
metastasis to her bones. Actually, what she had 
were typical fibrocystic changes, and when a para- 
thyroid tumor was removed, she was well. 

According to E. Evang (Nord. med., Sept. 8, 
1950), 6 out of 8 patients with hypoparathyroid- 
ism, following the removal of a goiter, had psychic 
disorders. They were mentally unstable, irritable, 
and at times depressed. They were helped by treat- 
ment with calciferol. 
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J. Hellstrom reported 21 cases of hyperpara- 
thyroidism, in which some of the patients had 
been studied for years (Acta chir. Scandinav., 
Dec. 5, 1950). Injury to the kidney was found in 
8 cases; a typical osteitis fibrosa cystica was found 
in 7, and a combination of these findings was 
found in 6. 

Hellstrom believes that damage at the kidney is 
usually an early symptom, and is due probably to 
a deposition of calcium in the tubular epithelium. 
The result is an excretion of large amounts of 
watery urine. The blood pressure is usually some- 
what increased. In all questionable cases, the 
levels of calcium and phosphorus in the patient's 
blood should be studied. 

Hellstrom stated that roentgentherapy is of no 
value in the treatment of parathyroid tumors. 


Liver Disease and Diet 


Topay, many physicians feel that when they have 
diagnosed hepatitis or cirrhosis of the liver they 
should give a diet and perhaps some choline. Ac- 
tually a number of fine studies recently reported, 
studies in which the results obtained were deter- 
mined with the help of repeated biopsies, have 
shown no correlation between the speed of recov- 
ery and any particular diet or drug therapy. 

For instance, Marvin Seife, Bruce Kessler, and 
J. R. Lisa (Arch. Int. Med., Nov., 1950), reported 
a study of 63 alcoholics who were taken off 
liquor and were given an ordinary normal diet. 
Biopsies done with the Vim-Silverman needle were 
made at intervals, and a rapid disappearance of 
the fat in the liver was noted in most cases, de- 
spite the fact that no specific treatment had been 
given. 

In a second article, the authors told of their ex- 
perience in giving choline to eight patients with a 
fatty liver. Most of these persons showed no more 
rapid reduction in the fat content of the liver than 
did the control group kept on diet alone. The 
authors concluded that “the administration of 
choline supplements did not accelerate the rate of 
fat clearance.” 


Schizophrenia in Children 


Accorpinc to Harry Bakwin (Postgrad. Med., 
March, 1951), one can often pick out the child 
who later is going to be a schizophrenic. The dis- 
ease can be recognized as early as the second year 
of life. According to Bradley, the main symptoms 
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are seclusiveness and great resentment when the 
seclusiveness is disturbed. Other symptoms are day- 
dreaming in excess of what is usual, and bizarre 
behavior which. consists of incongruous actions, re- 
peated purposeless motions, unintelligible speech, 
or odd grimacing. 

There is often a diminution of interests, and the 
child is not attracted by objects and activities which 
normally should interest him. The child is not 
likely to be interested in play with other children. 
He may be overly sensitive to comment and crit- 
icism; he may mope; and he may be abnormally 
anxious. 

A psychiatrist can tell much by getting the child 
to draw a man. Sometimes the picture will show 
arms coming off from the head, or hands _ with- 
out arms coming off of the side of the body. 


Multiple Sclerosis 


THERE is an encouraging article on multiple scle- 
rosis by L. V. Chiavacci et al (Arch. Neurol. & 
Psychiat., Oct., 1950). They reported observations 
on 4,898 patients. They said that an early onset of 
the disease indicates a better prognosis for remis- 
sion than a later onset. Allergic conditions were 
not found any more frequently among these pa- 
tients than among the controls. 

The most hopeful statement made is that the 
lives of these patients did not appear to be defi- 
nitely shortened. Their ages at death corresponded 
closely with that of the ages of other people in the 
community. They generally died from intercurrent 
disease, rather than from the multiple sclerosis. 


Trauma to the Kidney 


E. J. McCacue reported a study of 67 patients 
who suffered severe trauma to the kidney (J. Urol., 
Vol. 63, p. 773, 1950). There was gross hematuria 
in 93 per cent of the patients, and more than half 
of them were in shock when first seen. In 54 per 
cent the injury was apparently a rupture, and 
in 46 it was a contusion. Usually the blood pres- 
sure went up after the injury. 

McCague stated that it is well to operate if 
there is persistent bleeding with a lowering blood 
pressure, a fast pulse rate, and a mounting anemia. 
There may be great tenderness in the flank, a pro- 
gressively increasing tumor in the flank, and 
marked spasm in the psoas region. 

The kidney should be removed only as a last 


measure; only two of the patients seen required it. 


Six required incision, draining, or packing. Only 
3 patients died. Eight months after his discharge 
one boy needed a nephrectomy. This was due to 
the fact that the kidney became hydronephrotic 
and the blood pressure stayed up. After removal 
of the kidney the blood pressure fell to normal. 


Normal Temperature 


Tuere is a fine article on the subject of normal 
temperature by M. Horvath, H. Menduke, and G. 
M. Piersol (J.A.M.A., Dec. 30, 1950). This ar- 
ticle was prepared for the Council on Physical 
Medicine and Rehabilitation of the A.M.A. It con- 
tains many references to the literature, showing 
that throughout the years different investigators 
have reached somewhat divergent conclusions as to 
what normal temperature is. All have agreed that 
normal temperature is not just 98.6 F. No human 
measurement is a point on a scale: It is always a 
band along which a series of measurements will lie. 

As the writers of the article say, “Worship of the 
thermometer with its arrow pointing to a fixed 
value is harmful. The thermometer can be of 
greater value if there is an understanding of nor- 
mal temperature variability, and an appreciation of 
the fact that the shift of body temperature away 
from or back toward the normal range for the in- 
dividual patient, rather than a single absolute value, 
is significant.” 

Several writers have pointed out that the meas- 
urement of the temperature in the mouth is sub- 
ject to many errors. 

In the A.M.A. article, the authors showed that 
for men, the range of rectal temperature taken in 
the morning was from 97.0° to 99.3°. For women, 
the measurements ranged from 97.0° to 100.3°. 
Evidently the mean temperature for women is a 
little higher than for men, and the range for 
women is wider than it is for men. During the 
study reported, one woman sometimes had a rectal 
morning temperature as high as 104°! She had to 
be dropped as a subject for the study. 

Among 33 women who took their temperatures 
both morning and evening, there were 28 who 
showed slightly lower evening temperatures, and 
3 showed no difference. 

The difference between the rectal and oral tem- 
peratures was 0.8°. The important point to be re- 
membered, then, is that especially in the case of a 
nervous woman who is under strain, a temperature 
of 99.5° is likely to be perfectly normal and not 


indicative of a fever. 
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Information Please 


Cerebral Thrombosis and Loss of Weight 


Q. | have a woman of 62 who was perfectly well until a 
month ago when she awoke one morning with a severe head- 
ache, which was very unusual for her. Following this, without 
any change in her diet, she rapidly lost 50 Ibs. in weight, 
dropping from 200 Ibs. to 150 Ibs. | have had her studied 
from head to foot but no sign of any disease can be found. 
She used to have a moderate hypertension but that is gone. 

| have seen several patients like this in my practice, and 
| have watched them for several years and nothing happened; 
evidently they did not have cancer. But what did they have? 


A. The woman almost certainly had a cerebral 
thrombosis which probably affected the hypothal- 
amic region which has to do with the mainte- 
nance of body weight at a certain level. Often it 
seems as if the setting of a thermostat had been 
changed. As you say, the weight rapidly drops to 
a new level and then stays there for the rest of the 
patient's life. Cases have been reported in which 
after a small stroke the patient lost 100 lbs. The 
drop of blood pressure to normal is also strongly 
confirmative of the coming of a little stroke. 


Causes of Blackouts 


Q. A number of my patients, particularly migrainous women, 
complain of blackouts or near blackouts. What causes these, 
and what can be done for them? 

A. According to an article by A. Barham Carter 
published in the Journal of the Royal Army Medi- 
cal Corps for September, 1950, 530 out of 1,344 
outpatients in three military hospitals complained 
of blackouts. The doctors’ conclusion was that in 
45 per cent the attacks were due to a psychoneu- 
rosis. In 23 per cent, the diagnosis was ordinary 
fainting; in 21 per cent, atypical epilepsy; in 5 
per cent, migraine; in 4 per cent, aural vertigo; in 
1 per cent, a vasovagal storm, and in 0.4 per cent, 
hypoglycemia. 

In some cases the attacks were doubtless hys- 
terical in nature. A number of the patients were 
soldiers who had had a certain amount of concus- 
sion. They said that suddenly everything would 
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seem blurred, or they would get dizzy or “feel 
funny all over.” Oftentimes the man could block 
an attack by stopping and bending over, getting 
the head low. 

The doctors thought ephedrine in doses of “2 
grain would be worth trying, or simple smelling 
salts. The patient should be assured that his brain 
is essentially normal. Patients with epilepsy should 
be treated appropriately with Dilantin or some 
other such drug. 


Psychopathics and Heredity 


Q. A girl of 19 has been losing weight until she now weighs 
78 lbs. She eats very little and regurgitates a good deal of 
that. She and her mother do not get along well. The father 
is an alcoholic. What is the present point of view in regard 
to the treatment of these patients? 


A. The present point of view is that practically 
all of these girls are primarily psychopathic; they 
have inherited a poor nervous system, often from 
an inadequate sort of father, and often from a 
mannish bossy mother, who has made the home 
unhappy. The mother with her constitutional 
make-up and also with her unhappiness with an 
unsatisfactory husband is often much set against 
sex and marriage and she keeps telling the girl 
that sex is shameful. Some physicians are in- 
clined to blame all the girl’s troubles on her un- 
happy home life; they forget that the girl carries 
in her the blood of her ne’er-do-well father and 
the psychopathic mother. 

Recent studies of these girls made by psychi- 
atrists have shown that practically all of them are 
somewhat dependent and infantile in their reac- 
tion; some have a low I.Q.; most are poorly sexed 
and when eventually they do get married, few of 
them make a good adjustment to marriage. 

Obviously treatment must be largely along psy- 
chiatric lines, and the patient must always be re- 
moved from the environment of the home. She 
must be given some reason for trying to get well 
Sometimes these women gain weight while in the 
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hospital, but often they slump when they go back 
to the problems of living. Some should be ordered 
to eat their food within ten minutes, to keep them 
from dawdling over the meal for an hour or more. 
Occasionally one can be helped by tube feedings, 
and occasionally, one can be helped by injections 
of insulin. In rare cases, when the girl can be 
gotten out of her unhappy environment, she may 
stay well. 


Numbness in Older People 


Q. Very frequently, older people complain of b in 
one or both hands. Often they wake in the night with such 
numbness and have to rub the hand awhile. Some are afraid 
they are going to have a stroke. Are they particularly subject 
to cerebral thrombosis? 


A. No. It is usually impossible to say why these 
persons complain of the numbness, but it would 
seem that when a person grows older and the ar- 
teries become stiffer or perhaps somewhat con- 
stricted, it is easier to shut off the circulation by 
lying in bed in a certain position. This is obvious- 
ly not the only explanation because these people 
often get their numbness during the day when 
they are sitting in a chair. 

Naturally, when an elderly man or woman 
wakes toward morning with a numb and weakened 
hand or foot he or she myst think of a stroke, but 
usually within a few minutes the functions of the 
extremity are restored, and then the chances are 
that nothing serious happened. One can be fairly 
certain that nothing happened if the patient's 
brain shows no sign of injury, with symptoms of 
increased forgetfulness and diminished ability to 
carry on with work. 


Air Travel After a Coronary Thrombosis 


Q. A patient of mine has recovered well from a coronary 
thrombosis suffered over a year ago. He now wants to know 
if he can travel by airplane; would this be safe? 

A. Yes, it is probably safe. Heart specialists say 
that if a patient has a good enough circulation so 
that he can walk with comfort, he can fly with 
comfort. 

If the man should have any trouble on a plane, 
the stewardess could give him oxygen, but ac- 
tually the stewardesses are seldom asked by any- 
one to give help in this way. Planes that fly very 
high now have a pressurized cabin. In this, the 
air pressure is usually lower than that at sea level, 
but not low enough to give a patient with ordinary, 
well-compensated heart disease any trouble. 
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Histoplasmosis 


Q. What is histoplasmosis and how is it contracted and pre- 
vented? One keeps hearing a good deal about this disease 
nowadays, and it is new to me. . 


A. Histoplasmosis is a disease due to a fungus, 
Histoplasma capsulataum. It was identified in 1906 
(Darling). Although this fungus is found all over 
the world, the disease appears to be rare every- 
where except in the United States. 

The parasite invades the cells of the reticu- 
loendotheliel system. Then these cells undergo 
hyperplasia to form granulomatous lesions in vari- 
ous organs. The lesions may go through stages of 
hemorrhage, necrosis, suppuration, and ultimate 
fibrosis. Naturally, the symptoms complained of 
depend on the organs or tissues chiefly affected. 
The disease may simulate pulmonary tuberculosis 
or Hodgkin's disease. Probably, as is the case with 
tuberculosis, most of the persons affected recover, 
but the disease can be quickly fatal. Until lately 
no treatment has proved effective. 

In some parts of the United States many persons 
react to the skin sensitivity test, and many of them 
can be shown by roentgenologic study to have 
small pulmonary scars. Recently it was reported 
that a high percentage of children in Ohio showed 
pulmonary scars which looked like those of healed 
histoplamosis. 

It is supposed that the parasite gets in usually 
by way of inhalation, but nothing definite is 
known about this. The disease is found in dogs, 
cats, rats, skunks, and some other small animals. 

In Pediatrics for January, 1951, A. Christie, et 
al, tells of good results of treatment with ethyl 
vanillate. Five out of twelve patients appeared to 
be cured by the drug. Up to 1.55 Gm. per kilo- 
gram of weight was given every day for from 4 to 
6 weeks. Unfortunately, the margin of safety with 
this drug is dangerously small, and hence much 
care will have to be used with it. 


Poisoning from Aluminum Utensils 


Q. People continue to ask me if aluminum cooking utensils 
will poison them. Is there any truth at all to this constantly 
recurring and ancient rumor? 

A. No. Probably the best answer to these people 
is that for the last twenty years physicians have 
been giving large doses of aluminum hydroxide 
to patients with ulcer. Obviously, the amount of 
aluminum that can go from a pot into the food 
is infinitesimal. 
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Treatment for Agranulocytosis 


Q. | recently had a patient who died of agranulocytosis fol- 
lowing the taking of a drug. | gave the girl a number of 
blood transfusions but without avail. Is there any other treat- 
ment which might have helped? 

A. Some men have given pentose nucleotide 
with liver extract and bone marrow. Others have 
given sulfonamides or penicillin, especially when 
the patient appeared to be succumbing to sepsis. 
The giving of antibiotics is often indicated be- 
cause these people commonly die of the sepsis to 
which they have but little resistance. 


Left-handedness and Stuttering 


Q. | have a family in which stuttering i y s. 
One of the boys is left-handed and the mother is anxious to 
make him learn to use his right hand. A physician has warned 


her against this telling her that it will bring out stuttering in 
the boy. Is this true? 

A. Probably not. Of late, experts on the subject 
have decided there is little relation between left- 
handedness and stuttering. It is well to train a 
left-handed child to use his right hand to a consid- 
erable extent. A fortunate child learns to use both 
hands about equally well, but still he will use his 
left hand for writing or baseball pitching. 


Liver Extract for Secondary Anemia 


Q. For years a woman has shown a tendency towards a sec- 
ondary type of anemia with a low hemoglobin readi 


g. | have 
usually given her shots of liver extract, but now the hematologist 
has criticized this and has said liver is of no value in her type 
of case. He advises the oral use of an iron preparation. Is this 
true? 


A. Apparently, yes. For a long time hematol- 
ogists have been pointing out that liver extract is 
indicated only for the treatment of primary anemias. 
For the secondary type of anemia, iron is needed 
and indicated. This is true in cases in which women 
menstruate too heavily every month. 


Stimulating Growth 


Q. | have a patient whose son is 17 years of age and still 
is only 5’ 142” in height. The parents are wondering if there 
is any growth stimulating injection which they could give the 
boy. 

A. Dr. Herbert Evans of Berkeley has isolated 
the growth hormone from the pituitary gland, and 
theoretically that should help, but it is not avail- 
able to physicians. There have been reports that 
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the giving of aureomycin and one or two of the 
other antibiotics will greatly increase the growth 
of farm animals. So far as I know, this has not 
yet been tried on human beings. 

Orthopedists can lengthen the femurs by two 
inches or so but there are some dangers to doing 
this, and hence one would hesitate greatly to rec- 
ommend the operation to parents. 


Head Pain on Coughing 


Q. What signifies a feeling of fullness and pain in the temples 
on straining or coughing—in a man 60 years of age, with 
hypertension and Addison’s anemia? 

A. This is probably due to the wave of pressure 
which goes up through the cerebro-spinal fluid 
when a person coughs or sneezes. Many a person 
with a high fever and suffering from headache and 
meningism, when he coughs feels as if his brain 
were coming bang up against his skull. 


Conception and the Menopause 


Q. When is it safe to tell a middle-aged woman she may stop 
using contraceptives? 


A. Probably not until some time after she stops 
menstruating and goes into the menopause. There 
are a few cases on record in which a woman who 
had apparently gone into the menopause conceived. 
The writer has seen a few such women who were 
much embarassed upon getting pregnant again. 


Marriage of First Cousins 


Q. A family has appealed to me for advice. Two first cousins 
want to get married and some members of the family object 
streavously. What is the danger in regard to health? So far 
as | can find from careful questioning and from considerable 
acquaintance with the family, there is no history in the fore- 
bears of any insanity, epilepsy, diabet 


cleft palate, deafness, or blindness. 


, muscular dystrophy, 


A. Most geneticists today believe there need 
be no medical objection to the marriage of first 
cousins as long as the family stock does not carry 
any tendency to hereditary disease. All that the 
marriage of cousins can do is to re-enforce such a 
tendency by having it come from both sides of 
the family. 

In ancient Egypt and in Polynesia in royal fam- 
ilies, brothers and sisters often married and had 
normal children. There are many cases in which 
an uncle married his niece and had normal chil- 


dren by her. 
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Psychosurgery in Mild Hypomania 


Q. At the present time is there any type of psychosurgery in- 
dicated for the treatment of persons with mild chronic hypo- 
mania? 

A. All of the several types of operation now be- 
ing performed on patients with psychoses tend to 
produce convulsions or to leave the person with a 
defect in character. Hence, no brain surgeon wants 
to operate on any person who is sensible enough 
to be about or who may recover spontaneously 
after a while. He operates only on psychotic per- 
sons who have so failed to respond to institutional 
care that no further improvement can be hoped for. 


Orthostatic Albuminuria 


Q. What is the prog and treatment for orthostatic al- 


buminuria in a 15-year-old boy? For two years he has had 
albumin only after he gets up and about. 


A. The prognosis should be good and there is 


no treatment indicated. 


Anticoagulants and Coronary Occlusion 


Q. Has any study of the use of anticoagulants shown a lowered 
mortality in cases of coronary occlusion? 

A. Yes, several reports have been made in which 
it appeared that the results of treatment of coro- 
nary occlusion with anticoagulants were better 
than those obtained without the use of these new 
drugs. 


Hand Stiffness at Morning 


Q. What are the possible causes of that swelling of the hands 
with some stiffness of the fingers which lasts only a short time 
in the morning? It comes in cases of otherwise normal and 
healthy persons. 

A. This may appear in young persons, and may 
be observed a few times a year. The causes of these 
transient edemas are not well known. They would 
appear to be related to the lymphedemas of the 
legs such as were recently described by Nelson 
Barker and E. V. Allen of the Mayo Clinic. 

The symptom is certainly not one of heart dis- 
ease or kidney disease. When it appears in the 
cases of women about to menstruate, it often in- 
dicates some excess of water in the body. Such 
edema occurs most commonly in women during 
the summer when they drink much water. 

There may be a familial tendency to the trouble. 
Some men and women, on arduous hikes, will get 


a swelling of the hands with a stiffness of the 
fingers. Again, it is hard to guess why it should 
appear under these conditions. 

One wonders sometimes whether the swelling 
and stiffness could be related to arthritis, or fibro- 
sitis. Aside from cutting down on the ingestion of 
sodium chloride and water it is hard to say what 
treatment should be tried. 


Intestinal Gas Formation 


Q. What is the most effective treatment for intractable tym- 


p or 
distress? 


| gas formation with distention and painful 


A. Much, obviously, will depend on the cause. 
This might be a subacute intestinal obstruction 
due perhaps to a carcinoma. It might, then, be 
treated first with decompression with a Miller-Ab- 
bott tube, followed by operation. Highly impor- 
tant often is the making of a scout film which 
will show where the gas is or whether there is any 
gas present. 

In hysterical women there can be marked disten- 
tion and bloating and pain without any gas. In 
such cases a hypodermic injection of morphine 
may make the patient’s abdomen go flat in a mo- 
ment without the passage of any gas. 

If x-ray study shows that the gas is all in the 
colon and the patient is badly constipated, a few 
enemas may bring complete relief. In some cases 
the patient, perhaps a child, is eating some food 
such as beans or milk or eggs, to which he or she 
is allergically sensitive, then treatment is obvious. 

Unfortunately, there are no good drugs which 
can be counted on to make gas pass onward. There 
appear to be no drugs which help the absorption 
of gas. Sometimes a teaspoonful of paregoric will 
help as much as anything. A strong drink of some 
alcoholic liquor may help. Drugs like peppermint 
and ginger can be tried. In some cases, of course, 
bloating is due to some severe infection such as 
that of pneumonia. Sometimes it is due to a failing 
heart, or, rarely, to cirrhosis of the liver. Occa- 
sionally it is seen in cases of diarrhea. 


Estrogens for Metastatic Nodules 


Q. | have a patient, a woman of 60, who had a radical 
mastectomy done five years ago. Recently tastati dul 
have been appearing, and | have had her on large doses of 
Metandren. Would estrogen in large doses work any better? 


A. Probably not. Estrogens are supposed to be 
contraindicated, but are now used by some men. 
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Business and Econom. 


A COMMUNITY BUILT HOSPITAL FOR 


FAMILY PHYSICIANS 


BY L. D. ARCHER, M.D. 
Chief-of-Staff, Wood River Township Hospital, Illinois 


Dunrinc the busy war years, the family physicians 
in Wood River Township, in southern Illinois, lo- 
cated immediately adjacent to the city of Alton, 
utilized the two hospitals in that city. The number 
of beds available exceeded 250. 

All of these family physicians had privileges in 
the two hospitals, and some of them served as 
chiefs of clinical services. At the end of the war, 
when many physicians in the military services re- 
turned to the Alton-Wood River area, and when 
individual incomes were high, resulting in in- 
creased utilization of the hospitals, the bed capacity 
of the two hospitals was not sufficient to take care 
of all the patients or physicians in that area. Many 
family physicians from the Alton-Wood River area 
were advised that they would no longer be ac- 
corded privileges to practice to the extent of their 


capabilities in the Alton Hospitals. Most of them 
had their staff status and privileges curtailed, and 
some of them were even dropped from the staffs 
on one pretense or another. A member of the lay 
board of directors of one of the hospitals was heard 
to remark that there was “no room in the hospital 
for doctors who were not certified specialists.” To a 
very great extent, the trend to limit staff privileges 
to specialists was an influencing factor in this 
matter. 

The sixteen general practitioners serving some 
30,000 people of Wood River Township presented 
the problem to their patients and townspeople. The 
general public refused to believe that a situation 
of this sort could exist in a democracy, and felt 
that it should be corrected. Through the leadership 
of those physicians who make up the Wood River 


Wood River Township Hospital in Illinois, built by the people for their family physicians. 
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Township Medical Society, the citizens decided to 
build their own general hospital in 1946. A spe- 
cial election was held and an overwhelming ma- 
jority voted. in favor of the proposal, to be sup- 
ported by general township taxation. Pre-election 
speeches at rallies were made by these family 
physicians, and on the day of the election, all 
physicians’ offices were closed so that the physicians 
could make a house-to-house canvass of voters to 
tell them why it was necessary to go to the polls. 
Several physicians and their workers went on foot 
and rang over five thousand doorbells. 

In 1948 the cornerstone of a 100 bed hospital 
was laid, and in 1949 the hospital was in operation. 
The total cost was over one million dollars. The 
hospital is owned by the community and is or- 
ganized and operated as a nonprofit association. 

The active staff of the Wood River Township 
is limited to the family physicians living and prac- 
ticing within the boundaries of the township. At 
the present time the staff is organized into three 
clinical services: medicine, surgery, and obstetrics. 
A consultant staff, composed of 21 specialists from 


nearby cities, including St. Louis, completes the 
staff organization. 

The governing board of the hospital is made up 
of three townspeople, laymen, who serve without 
compensation. A full time hospital administrator is 
employed. The over-all organization of the hos- 
pital conforms to the standards recommended by 
the American Hospital Association, the American 
College of Surgeons, and the American Academy 
of General Practice. 

During the year 1950, the total admissions to the 
hospital were 3,359, and 687 babies were delivered. 
After two years of operation, the hospital is self- 
supporting, with income greater than operating 
expenses, and, at the present time, work is under- 
way to increase the hospital two more stories, mak- 
ing a six-story building, and increasing occupancy 
potential seventy-five beds, making this a family 
physician's hospital of 175 beds, the largest in this 
immediate area, outside of the city of St. Louis. 

This merely goes to show what an organized 
group of family physicians can do when it feels 
it has been “trod upon.” 


PERMANENT GROUPS CONTINUE CHILD-YOUTH PLANS 


As A rEsuLt of the enthusiasm engendered at 
the Mid-Century White House Conference on 
Children and Youth held in Washington, D. C., 
December, 1950, an organization has been set up 
to carry forward the purposes of the Conference. 

The new organization was formed May 28 and 
29 and has been named the National Mid-Century 
Committee for Children and Youth. Dr. Leonard 
W. Mayo, Director of the Society for the Aid of 
Crippled Children, is the chairman of the _per- 
manent organization and Elma Phillipson, who 
was the White House Conference consultant on 
National Organizations, was appointed executive 
secretary. 

The Committee has agreed to base its program 
upon the purpose of the White House Confer- 
ence, citing the object as “to consider how we can 
develop in children the mental, emotional and 
spiritual qualities essential to individual happiness 
and to responsible citizenship and to determine 
what physical, economic and social conditions are 
deemed necessary to this development.” 

The basis for effective action programs has been 


laid in meetings, conferences, and discussion groups 
that have been organized in the last six months. 
There have been hundreds of such meetings, the 
aim generally being to relate Conference findings 
to the group's specific concerns. Under the stimu- 
lation of appointment by state governors more than 
one-half the states have already held “Little White 
House Conferences.” 

In a majority of the states, the governor has 
asked the state’s original White House Conference 
Committee to continue as the recognized state 
planning body for children. In other states, the 
original Committee has continued to serve without 
formal action. In some states a permanent plan is 
provided by an act of the legislature or is currently 
under consideration. Among problems the Commit- 
tee faces are those of finding staff and resources 
for the extension of Committee plans and activities 
of the local community. 

It would be extremely helpful if physicians in 
all communities would keep abreast of this new 
national organization and to see what goals are de- 
veloped by this new enthusiastic group. 
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BY CHARLES E. NYBERG 


ArTer more than a year and a half of study, the 
Senate Subcommittee on Health of the Commit- 
tee on Labor and Public Welfare has presented a 
report on the status of voluntary medical care in- 
surance in the United States. This survey was 
started in October, 1949, and was conducted by 
a staff appointed by the Subcommittee on Health. 
Dr. Dean A. Clark, Director of the Massachusetts 
General Hospital, served as director of the survey 
staff, Mr. Elling Aannestad of the Rockefeller 
Foundation and Mr. Morris Pike, vice-president of 
the John Hancock Mutual Life Insurance Com- 
pany, as assistant directors. Miss Cozette Hapney 
of the Harvard School of Public Health was re- 
search assistant. 

The report shows that approximately 75 mil- 
lion people—5O per cent of the total population— 
are covered by voluntary insurance against hos- 
pital expenses. Twenty-one per cent of the total 
population have insurance against surgical ex- 
penses as well as hospital expenses, and another 11 
per cent have insurance for hospital, surgical, and 
limited medical expenses. Three per cent have 
comprehensive medical care insurance. 

There has been a striking increase in the num- 
ber of persons who have obtained some type of 
voluntary medical care insurance in the last ten 
years—from 6 million in 1939 to 75 million in 
1950. No estimate is made of the expected growth 
in enrollment in the next few years, although 
it is stated that the prospect appears to be good 
for further increase in enrollment of those who 
can be reached by group insurance. It is pointed 
out that among the 75 million individuals who 
do not carry medical care insurance there are 
many who received medical care without direct 
charges to themselves, such as those receiving 
public assistance and certain veterans. There is 
also an unknown number whose economic status 
is such that they do not feel the need for medical 
care insurance. 

The report contains a discussion of the portion 
of total costs of medical and hospital care paid for 
by voluntary insurance. It further states that if it 
is practical to insure for all private expenditures 
for the services of physicians, hospitals, dentists, 
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and nurses, and for one-third of the expenditures 
for drugs and medical supplies, then the amount 
now insured against is only 12 per cent of the 
total cost. If, however, it is assumed that only five- 
sixths of the private expenditures are insurable, 
then about 21 per cent of the cost is now covered 
under voluntary medical care insurance. Total ex- 
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Health Insurance Plans in the U. S. Repo 
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Percentage of population and voluntary medical 
care insurance. Estimates for the year 1950. 


penditures for health services in 1949 were esti- 
mated to be between 10 and 11 billion dollars, of 
which 9 to 10 billion were for medical care and 
1 billion for public health, research, and education. 

About one-half of the 75 million people insured 
against hospital expenses are enrolled in the eighty- 
four nonprofit Blue Cross plans. These plans paid, 
on the average, 70 to 80 per cent of the hospital 
bill of their subscribers in 1949. Of the remainder 
of the individuals insured against hospital expenses, 
34 million were covered by regular insurance com- 
pany policies, 20 million under group policies, and 
14 million under individual policies. Insurance 
companies appear to have paid, in 1949, 45 to 55 
per cent of the average policyholder’s hospital bill. 
Another 4 million people were covered under labor 
union plans or consumer co-operatives. 

Forty-eight million persons of the 75 million 
covered by hospital insurance had insurance against 
some of the cost of physicians’ services, mostly 
surgical and nonsurgical services in the hospital. 
About 18 million of the 48 million were enrolled 
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in sixty-six nonprofit Blue Shield plans and sim- 
ilar plans. It has been estimated that from 67 to 75 
per cent of the Blue Shield subscribers receive 
cash indemnities, while the remainder are eligible 
for service benefits. In 1949, Blue Shield and sim- 
ilar plans appear to have paid about 45 per cent of 
the average total physicians’ charges to subscribers. 

At the end of 1950 about 30 million of the 75 
million people covered by hospital insurance had 
insurance company policies against the cost of 
surgical expenses and in some instances limited 
medical service expenses. The insurance companies 
pay cash indemnities to be applied against the 
physician's bill. Information obtained in the survey 
indicated that in 1949 the insurance companies 
paid about 46 per cent of the average total physi- 
cians’ bills of their policyholders. 

For the more than 4 million people covered for 
comprehensive medical care insurance by various 
plans, about 80 per cent of the average cost of 
medical and hospital care of the subscribers was 
paid by the insurance company or nonprofit plan. 

As pointed out in the letter of transmittal from 
Dr. Dean A. Clark, director of the Study Group, 
the recommendations contained in the report rep- 
resent the deliberations of the study staff, and not 
of the members of the Senate Committee. One of 
the major recommendations is that the study of 
medical care insurance be continued by the Senate 
Committee on Labor and Public Welfare. 

One section of the report deals with differences 
of opinion concerning medical care insurance and 
another with the problems of voluntary medical 
care insurance. These sections appear to be excel- 
lent summaries of the opinions of many people 
experienced and qualified in this field of medical 
economics who have written articles or presented 
testimony before congressional committees on this 
subject in the last ten years. The authors of the 
report do not present any conclusions on these 
sections, but recommend continuing this study. 

However, in a discussion at the end of the sec- 
tion on the number of people covered by medical 
care insurance, on page 10 of the report, the staff 
does present some statements which indicate to 
some extent the staff’s evaluation of the weak- 
nesses or shortcomings of voluntary medical care 
insurance and of the medical services provided 
under such insurance. Since these statements will 
undoubtedly influence future developments in this 
field, they are quoted in full herewith: 

“The bulk of existing medical-care insurance is 
for hospital care, surgery, and in-hospital physi- 


cians’ services. It does not attempt to cover, for the 
most part, protracted illness (hospitalized or non- 
hospitalized) such as chronic disease, nor does it 
meet the medical expense of preventive care and 
physicians’ care for short-term nonhospitalized ill- 
nesses, or for illnesses in their early stages. 

“This emphasis upon hospitalization, surgery, 
and in-hospital physicians’ services as noted above 
furnishes an incentive to physicians and patients 
alike to increase to an extent greater than medi- 
cally necessary the performance of surgical pro- 
cedures or the use of hospital-bed facilities, and, 
therefore, the need for hospital construction. It 
also does little to encourage preventive medicine, 
early diagnosis or treatment. A different pattern 
is set by those comprehensive plans that stress pre- 
ventive medicine and the provision of services out- 
side of the hospital. 

“It is self-evident that the mechanism of insur- 
ance substitutes a recurring periodic charge for 
medical bills of uncertain amounts, that insurance 
of even limited scope tends to reduce—in differ- 
ing degrees—the burden of large medical bills, but 
that under the present pattern of medical-care in- 
surance there remains an additional financial prob- 
lem for those with insurance who have a serious 
illness requiring nursing services, expensive diag- 
nostic services, and a protracted period of hospital- 
ization. 

“Measures to improve the kind and quality of 
medical services have been included in very few 
voluntary insurance plans, except those providing 
comprehensive services through medical group 
practice units. 

“The growth of comprehensive insurance has 
been restricted by difficulties of initial financing 
and organization, by the frequent opposition of 
organized medicine, and by restrictive laws en- 
acted in more than half of the States, usually at the 
instance of physicians and medical societies.” 

Although members of the profession may not 
agree with these statements, particularly the last 
two, these conclusions of the survey staff of a 
Senate Committee will no doubt be widely dis- 
seminated, especially among union groups and 
consumer organizations that have been engaged in 
developing their own concepts of what should be 
provided under medical care insurance. Undoubt- 
edly organized medicine will be stimulated to re- 
newed effort to demonstrate to the public that it is 
sincerely working for a system of sound voluntary 
comprehensive medical care insurance economically 


within reach of the majority of the people. 
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One of the most important and necessary services 
furnished the American soldier is adequate and 
timely medical care and treatment, including hos- 
pitalization. This service is provided for Army per- 
sonnel in the United States generally by dispen- 
saries, infirmaries, and hospitals located at the 
many Army installations throughout the country. 
There are many locations, however, where Army or 
other Federal medical treatment facilities are not 
available when medical service is required by Army 
personnel. In cases of this nature, the services of 
civilian physicians, clinics, and hospitals are nec- 
essary. With the expansion of the Army and the 
development of Army personnel to practically all 
points in the United States either on a duty, travel, 
or leave status, the continued co-operation of civil- 
ian physicians and agencies is of utmost impor- 
tance in providing adequate medical service to the 
U. S. soldier in time of need. 

Certain criteria and procedures have been estab- 
lished in connection with the furnishing of medi- 
cal service to Army personnel by civilians in ac- 
cord with the current laws and regulations. Civil- 
ian medical care, other than elective, at govern- 
ment expense is authorized for Army personnel 
except for personnel absent without leave. Nor- 
mally, civilian medical care for Army personnel is 
authorized only when there are no other federal 
medical treatment facilities available. First aid or 
emergency treatment is authorized at any time, 
notwithstanding the proximity of Army or other 
Federal medical treatment facilities. In this con- 
nection, emergency medical care may be defined 
as that required to save life, limb, or prevent great 
suffering. Surgical operations should not be per- 
formed without prior approval of military authori- 
ties, unless indicated as an emergency procedure. 
Elective medical treatment in civilian medical 
treatment facilities or by civilian physicians will 
not be authorized as Army funds cannot be used 
for payment of these services. 

Due to limitation of funds available to the Army, 
medical care of dependents of military personnel 
from civilian sources, at Army expense, is not au- 
thorized. Dependents of military personnel may ob- 
tain available medical care at Department of De- 
fense medical facilities only. Any obligations re- 
sulting from civilian medical care to dependents 
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of military personnel are the responsibility of the 
dependents concerned or their sponsors. 

As a general rule, local military commanders 
will furnish the civilian medical agency with prior 
written authority for ordinary medical care to Army 
personnel under his jurisdiction. In such cases, 
prior arrangements with the civilian medical 
agency will be made by the individual or by a 
proper military authority. For emergency cases 
treated without prior written authorization, the 
surgeon of the nearest military command should 
immediately be notified by the civilian medical 
agency, giving the individual’s name, organization, 
nature of illness or injury and statement of the 
practicability of transfer of the patient to an Army 
or other governmental hospital. The civilian agency 
or physician then will be advised without delay by 
the appropriate military authorities as to proced- 
ures to be followed. 

Statements of charges for authorized medical 
care and treatment of Army personnel should be 
submitted to the commanding officer of the organ- 
ization to which the patient belongs, or to the 
military authority who provided the authorization 
for the medical service. If the location of these 
individuals is not readily known, the bill should 
be sent to the military authorities listed below. 


For Services Rendered in 


the Following States: Submit Bills to: 


FIRST ARMY AREA 


Connecticut Vermont The Surgeon 
Maine Rhode Is'and First Army 
Massachusetts New York Governors Island, 


New Hampshire New Jersey New York, N. Y. 


SECOND ARMY AREA 


Delaware Pennsylvania The Surgeon 
Kentucky Virginia Second Army 
Maryland West Virginia Fort George G. Meade, Maryland 
Ohio 
THIRD ARMY AREA 

Alabama North Carolina The Surgeon 
Florida South Carolina Third Army 
Georgia Tennessee Fort McPherson, Georgia 
Mississippi 

FOURTH ARMY AREA 
Arkansas Oklahoma The Surgeon 
Louisiana Texas Fourth Army 
New Mexico Fort Sam Houston, Texas 
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FIFTH ARMY AREA 

The Surgeon 

Fifth Army 

1660 East Hyde Park B'vd. 
Chicago 15, Illinois 


Missouri 
Nebraska 
North Dakota 
South Dakota 
Wisconsin 
Wyoming 


Colorado 
Ilinois 
Indiana 
lowa 
Kansas 
Michigan 
Minnesota 


SIXTH ARMY AREA 

The Surgeon 

Sixth Army 

Presidio of San Francisco 
California 


Nevada 
Oregon 
Utah 
Washington 


Arizona 
California 
Idaho 
Montana 


MILITARY DISTRICT OF WASHINGTON 


Washington, D. C. The Surgeon 


Military District of Washington 
Washington 25, D. C. 


The bill should show the full name, rank, and 
service number of the patient, place, and inclusive 
dates of treatment, diagnosis, and charges, all item- 


TRENDS AND EVENTS IN THE 


New Federal Appointments to Medical Posts 


Tue Federal government's large and sprawling in- 
volvement in medical functions is illustrated by 
the number of changes among holders of high 
level executive posts in recent weeks. Rarely, if 


Dr. W. Randolph Lovelace, M.D., new chair- 
man, Armed Forces Medical Policy Council. 


ized separately. The duty status of the patient at 
the time of illness or injury also should be shown, 
such as duty, leave, or pass. Payment will be ex- 
pedited if the following certificate is typed on the 
bill and signed: 


| certify that the above charges are correct and just; that 
payment therefor has not been received; that the services 
were necessary in the care and treatment of the person named 
above; that the services were rendered as stated; and that the 
charges do not exceed those customarily charged in this vicinity. 


(Signature of Payee) (Title or Capacity) 


Answers to specific questions or further informa- 
tion concerning this matter may be requested of 
the military surgeons at the above addresses or 
from the Surgeon General, Department of the 
Army, Washington 25, D. C. 


NATION’S CA 


ever, has the turnover volume been so great in a 
30-day period. 

On July 1, Dr. W. Randolph Lovelace took 
office as chairman of the Armed Forces Medical 
Policy Council, policy-making and co-ordinating 
body of the Army, Navy, and Air Force medical 
services. He succeeded Dr. Richard L. Meiling, 
who returned to his faculty post at Ohio State 
University College of Medicine. 

New chief of the state grants division in U. S. 
Public Health Service is Dr. Jack C. Haldeman, 
who has the responsibility of administering a multi- 
million dollar program of Federal financial aid to 
State and local health departments. His predeces- 
sor was Dr. Estella Ford Warner, now on foreign 
duty. 

Following the lead taken a few years ago by 
Navy’s Bureau of Medicine and Surgery, Army 
and Air Force have engaged civilian physicians to 
supervise their medical research. They are, re- 
spectively, Dr. Francis G. Blake, formerly medical 
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dean at Yale, and Dr. Alfred H. Lawton, who pre- 
viously held a similar position in the Veterans Ad- 
ministration. 

First unit of National Science Foundation to be 
organized is its division of biological sciences, 
headed by Dr. John Field, who is on leave of ab- 
sence from University of California (Los Angeles) 
Medical School, where he is chairman of the physi- 
ology department. Soon to be established is the 
Foundation’s division of medical sciences which, 
with its sister division, will administer large sums 
for assistance of research and to finance fellow- 
ships. 

Among other recent personnel shifts in Wash- 
ington are the resignation of Dr. John R. Murdock 
as assistant director of Pan American Sanitary Bu- 
reau, whose successor is expected to be a Latin 
American; appointment of Col. Clement F. St. 
John to succeed Col. A. L. Tynes as chief of the 
medical plans and operations division in Army Sur- 
geon General's office; Dr. Dale C. Cameron’s as- 
signment to industrial hygiene division of Public 
Health Service with instructions to concentrate on 
psychiatric aspects of industrial health and safety; 
and strengthening of the medical division in Fed- 
eral Civil Defense Administration with the addi- 
tion of Drs. Harold C. Lueth and Gustave Dammin. 

Development of a training program will be the 
responsibility of Dr. Lueth, who will return to his 
duties at the University of Nebraska as medical 
dean this fall. Dr. Dammin, a pathologist, is on 
leave from Washington University School of Medi- 
cine to take charge of laboratory services pertain- 
ing to the civil defense program. 


New Clinical Research Center Started 


Washington's ever-widening influence in medi- 
cal practice, manifesting itself in countless ways 
ranging from educational subsidies to drafting of 
physicians for military service, will be demon- 
strated in a particularly dramatic manner when 
Uncle Sam’s 500-bed clinical research center is 
opened for patients about 18 months hence. Here 
will be an institution to which difficult cases— 
adaptable for experimental therapy—will be re- 
ferred from all parts of the country—rural areas, 
small towns, and the metropolitan centers. 

When President Truman addressed cornerstone- 
laying ceremonies June 22 at the $40,000,000 clin- 
ical center nearing completion in suburban Bethes- 
da, Md., he emphasized that it will be no isolated 


activity but one where “research scientists from 
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medical schools, private hospitals, and other private 
institutions will come to share in the work.” In 
the same regard, Surgeon General Leonard A. 
Scheele declared: 

“Our plan is to operate this Center so that medi- 
cal investigators from all over the country may 
come here for short or long periods, to observe, to 
engage in our research programs, or to widen their 
perspective and that of our staff. We want the 


Notional Institutes of Health 


Cornerstone is laid for new clinical research center 
at Bethesda, Md. Left to right: Oscar R. Ewing, Fed- 
eral Security Administrator; John McShain, Contrac- 
tor; Dr. Leonard A. Scheele, Surgeon General, Pub- 
lic Health Service; and President Harry S. Truman. 


work done here to be of national interest, national 
participation, and national pride.” 

As for the modus operandi in actual selection 
of patients, officials are maintaining a discreet si- 
lence. This may well prove to be the most ticklish 
part of the entire enterprise. For cancer, tubercu- 
losis, heart, mental, neurologic, and all other types 
of cases, just 500 beds will be available—and that 
there will be thousands of applications for these 
spaces is a foregone conclusion. Members of Con- 
gress will be under pressure from their constituents 
to gain admittance for them and the pressure will 
be relayed to the institution’s staff, unless a totally 
unlooked for reversal of present political practice 
is experienced. 
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Mr. Ewing’s Latest 
And speaking of politics, Capital observers 


scented a ’52 election breeze in the disclosure by 
Federal Security Administrator Oscar R. Ewing 
that he will ask Congress to provide government 
hospitalization insurance for persons over 65 years 
of age and dependents of deceased persons who 
were covered by Old Age and Survivor's Insur- 
ance under social security laws. Mr. Ewing appre- 
ciates that it is too late in the present session of 
Congress for the necessary amendment to be en- 
acted, also that it will be better strategy to hold 
back until next year, when the issue will make 
good campaign material in national and state elec- 
tions. 

With the aged comprising a steadily increasing 
proportion of the electorate, the Ewing plan for 
“free” hospitalization—paid for out of social se- 
curity reserves—concededly has potential popular 
appeal, especially since it would be undertaken 
without any further deduction from wage earners’ 
pay envelopes. 


Congress and the Doctors’ Committee 


Although Congress is expected to remain in ses- 
sion until well beyond Labor Day this year, there 
are no signs that it will take final action on any 
major health legislation. Earlier predictions that 
activity in this field would be stimulated by issu- 
ance of a special Senate report on voluntary health 
insurance, describing its strength and its weak- 
nesses, have been deflated by global events com- 
pelling both House and Senate to devote them- 
selves almost exclusively to defense matters. 

Nevertheless, the National Doctors’ Committee 
for Improved Federal Medical Services is persist- 
ing in its campaign for establishment of a Depart- 
ment of Health. The group, which is affliated with 
the Citizens Committee for the Hoover Report, 
also is striving to prevent enactment of a bill that 
would increase by 16,000 beds the Veterans Ad- 
ministration’s present hospital construction _pro- 
gram. The bill passed the House late in June and 
even if it should be approved in the Senate, a 
White House veto is practically certain. 


“That last tankful set a record—four fractures, two 
emergency deliveries, and a real wingding at my lodge!” 
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WHY CHOOSE INVESTMENT 


TRUST SHARES? 


BY JOHN Y. BEATY 


IF you would like to have freedom from market 
worry in connection with your bond investments, 
you may have it by buying investment trust shares 
instead of bonds. Investment trust companies pro- 
vide systematic and professional diversification. 
They employ experienced investment men who con- 
tinually supervise the list of securities in which the 
trust fund has been invested. Investment trust 
shares are readily salable. In many cases, the trust 
company promises to repurchase the shares at any 
time. The income from investments is stabilized, 
capital is conserved, and yields are good. 

When you invest in trust shares, instead of buy- 
ing individual securities, you buy a share of the 
ownership in the entire list. Along with thousands 
of other investors, you are then able to employ 
specialists who do nothing but study securities, the 
companies issuing them, and the market for them 
from day to day. If you had to do the work of 
keeping in touch with the market and with the 
companies issuing securities you own, you would 
not have time for your practice. For that reason, 
investment trust shares are particularly helpful 
to physicians who wish their investments to yield 
a reasonably good income and, at the same time, 
want to be sure that the invested capital will be 
properly conserved. 

An investment trust company is, in effect, an in- 
vestor's co-operative organization. It is owned by 
thousands of investors and the income from the se- 


GP August, 1951 


curities owned by the trust is prorated to those 
investors according to the number of shares owned 
by each. Investment trust companies have three ob- 
jectives in serving their share owners: the protec- 
tion of capital, the increase in the values of capital, 
and a regular income. Some of these investment 
trust companies have paid dividends without inter- 
ruption for more than 40 years. It is a type of in- 
vestment service that has been thoroughly tested. 

It is safe to say that, from the standpoint of finan- 
cial standing, most investment trust companies are 
on a par with the highest grade corporation. In 
other words, you are just as sure of the safety of 
your capital, the regularity of a reasonable amount 
of income, as you would be if you invested in bonds 
or stocks of the best corporations. In nine years, 
the number of share holders increased from 296,056 
to 842,198—an indication of the confidence investors 
have in this type of investment. 

There are two general types of investment trust 
funds. One, known as “Balanced Funds,” includes 
a wide diversification as to types of securities, such 
as bonds, preferred stocks, and common stocks, and 
also diversification as to types of industry. 

The second general form of investment trust set- 
up is known as the “Specialty Fund.” Where the 
balanced fund may include governments, rails, and 
industrials, the specialty fund might include rails, 
or municipals, or preferred stock, or common stock; 
or, it might include only those securities issued 
within a certain industry. For example, one spe- 
cialty fund might include only the bonds and stocks 
of oil companies. Another might specialize in chem- 
ical manufacturing issues. Another one might spe- 
cialize in steel, and still another in utilities, and 
another in merchandising corporations. 

Unless the investor has special knowledge of one 
type of industry, it would seem, at least at first 
glance, that the safest type of fund would be a bal- 
anced fund. However, a record of the returns from 
balanced funds as compared to specialty funds in- 
dicates that the income is likely to be higher from 
the latter. For example, six balanced funds during 
one year paid 4.9 per cent, whereas eight specialty 
funds paid an average of 5.6 per cent. 

However, many experts suggest that it is better to 
invest in specialty funds only when you have some 
special knowledge and confidence in the type of 
specialty represented. 

Obviously, not all balanced funds pay 4.9 per 
cent, nor do all specialty funds pay 5.6 per cent. 
For example, six different balanced funds recently 
paid the following returns: 4.6-5.1-4.0-6.5-5.8-3.8. 
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Similarly, eight specialty funds paid: 4.2-3.0-5.1-8.1- 
7.2-2.9-6.2-8.6 during the same year. But the 4.9 
per cent and 5.6 per cent figures are fairly reason- 
able ratios for top grade trusts. The average divi- 
dends from all funds range from 3 to 4% per cent. 
Some years the rate may go as low as 2.6 per cent 
on some specialty funds and as low as 3.8 per cent 
on some balanced funds. 

It is probably true that the safety of funds is 
about equal in the two types of investment trusts. 
If you wish to get complete information about all 
investment trust funds in order to have a basis for 
making a choice, a book entitled Investment Com- 
panies, containing all of this information about all 
investment trust funds, is published yearly at $15 
per copy. It may be obtained from Arthur Wiesen- 
berger & Co., 61 Broadway, New York 6, N. Y. It 
probably would be wise to invest in one of these 
books before making vour initial selection. 


How the Funds Are Managed 


You may wonder how a fund could pay its stock- 
holders as much as 8.6 per cent. This is possible 
because these funds are managed by experienced 
investment men. The knowledge and continuous 
supervision given by these experts make it possible 
at various times to make a capital gain from the sale 
of certain securities on a high market. In other 
words, the income is not dependent entirely upon 
the dividends on stocks and the interest on bonds. 
This is where an investment trust fund has con- 
siderable advantage over the management of a fund 
by an individual. It provides the professional judg- 
ment necessary to determine when to sell a secu- 


SEVEN BENEFITS 


1. Freedom from market worry. 

2. Sound, systematic diversification. 

3. Continuous experienced supervision. 
4. Ready salability. 

5. Stabilized income. 

6. Conservation of capital. 

7. Satisfactory yields. 


rity on a high market and buy something else on a 
low market. Thorough knowledge of the company 
issuing the securities, as well as the industry, is 
also essential. 

Trust funds make it possible to benefit from max- 
imum appreciation in rising markets. They also pro- 
vide a hedge against inflation and a hedge against 
errors. Some people refer to investment trust funds 
as “an investment haven for cash.” 

There are some persons, of course, who prefer 
to make their own selections of stocks and bonds 
and it is true that they are frequently able to get 
a higher yield by watching the market and study- 
ing the success of various issuing companies. If you 
are the average “amateur” investor, however, the 
investment trust may be a more satisfactory answer 
to your problem. You may find it desirable to dis- 
cuss the whole question with your banker. Remem- 
ber that in financial matters he stands in much the 


same role that you, as a general practitioner, do in 
the field of health and sickness. 


COST OF GOVERNMENT CAN BE REDUCED 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let's do something 
about it! The Hoover Commission found, for example, that: 

The government printing office in Washington, costing 50 million dollars a year, is the 
world’s largest; but separate government bureaus operate 389 other printing or duplicating 
plants of their own at an added cost of 25 million dollars. 
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After Hours 


ACHILLES BURSA, 


BY A. R. MARSICANO, M.D. 


Every Art, Industry, and Profession speaks its own 
peculiar, highly technical language indispensable 
to its members but clear as Sanskrit to the outsider. 
The layman finds this inner sanctum jargon as 
easy to grasp as a dissertation on nuclear fission 
babbled by a moron in double-talk. Pick up any 
trade journal and you will agree that the print 
is unmistakably English but the words make no 
sense at all. Nothing could be as dumbfounding 
as the latter-day war communiques, for instance, 
especially when there is a bit of a censorship 
clamped on. And the stuff that comes out of Wash- 
ington, yes sir! 

Now this may be as shocking to you lads and 
lassies as an ice water douche but Medicine, alas, 
strikes people in much the same way. Actually our 
lingo is doubly confusing since the majority of our 
terms have had their origin in Greece and ancient 
Rome—just like stroomberry pie and pasté faggioli. 
Little wonder then that an eavesdropper at a medi- 
cal convention picks up more misinformation than 
a bewildered American diplomat at a Russian lega- 
tion conclave. 

This, naturally, gives rise to the weird malapro- 
pisms that spout from the mouths of our patients 
when they try to “talk medicine.” The reason is 
that when we hear a word or phrase foreign to us 
we instinctively interpret it phonetically. 

Take the caption at the head of this essay (?), 
for instance. To purist and layman alike this sen- 
tence is so much gobbledygook. We used it, really, 
to attract your attention. To the imaginative mind 
a free translation might be: 

“If I kill Lee Burson, will you row Bill in?” 

Here is another phrase that might logically ap- 
pear in the consultation report of an orthopedist: 

“Dislocated shoulder girdle, fractured humerus.” 
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WILL UROBILIN? 


Makes sense to us but the uninitiated could con- 
ceivably interpret it thus: “It was devastatingly 
funny when her shoulder strap slipped.” 

To us this makes for a most interesting game, 
not as satisfying as a spot of fun on the davenport 
but almost as amusing in an introverted sort of 
way. (We fall in the Kinsey Age group where 
davenports are of minor interest, anyway.) So with 
due respect and high esteem for those clever au- 
thors of Fractured French and Literal Latin, here 


is our schizoid version of Muddled Medicine: 


Medical Term 


Psychopath... . . 
Lumbosacral. . . 
Testicle . 
Acetabulum .. . 
Acetone 
Terramycin 

Pott’s disease 
Horner’s Syndrome 
Digitalis nativelle . 
Chorioblastoma 
Acute presbyopia . 


Aqua ad libitum . 
Alopecia areata . . 


Hashish 


Free Translation 

Bicycle Lane 

Holy wood 

A little quiz 

Set yourself on the table 
Chamber music 

She’s scared to death of rats 
The seat was unsanitary 
House of ill repute 

Did you say Nate has recovered? 
Let’s drop an atom bomb on ‘em. 
Met a sharp chick in Church 
today. 

His ardor was dampened. 

Al’s incontinence ruined a large 
area. 


Gesundtheit! 


We could simply go down the alphabet and 
keep this up all night but we feel you are itching 
to get to the scientific articles in this issue. So, in 
conclusion we'll say, “Soloid. Albuginea!” 

Editor’s note: Anybody else want to play? Send 
in your brain-tots and we will be happy to publish 
them in subsequent appearances of Muddled Medi- 


cine. Or would you rather wrestle? 
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Advance copies of METABOLIC METHODS 
have excited the interest of Biochemists, Physi- 
ologists, Clinical Pathologists and Laboratory 
Technicians, for its obvious merit in diagnosis 
and treatment of disease. There is also an 
abundance of material of value to Nutrition- 


nother Nosby Book! 


Clinical Procedures in the Study of 


Metabolic Functions 


ists. It is now ready for delivery at a cost to 
make it desirable for student and practitioner 
alike—and we think it contains unusual help 
for the GP who is charged with responsibility 
of patients in so many conditions where meta- 
bolic functions are significant. 


experience of the authors during fifteen years of 
research in laboratory and field on various aspects 
of mamalian metabolism—particularly that of human beings 
in health and disease—are presented in fine appreciation of 
order and accuracy. 


} poms methods which have proved useful in the 


Each method is presented according to a basic outline. The 
authors have trained technicians and graduate students and 
out of this experience has come time-saving devices of the 
utmost value for the practitioner—and financial saving for 
the patient. These values are demonstrated by the examples 
of calculations and of listing of important precautions which 
they have included with their material and charts. 


The authors have also included material from “Syllabus of 
Laboratory Methods from the Harvard Fatigue Laboratory” 


Nutrition Laboratory, Chicago; and 


By C. FRANK CONSOLAZIO, Chief of Biochemistry, United States Army Medical 


by W. V. Consolazio, $. M. Horvath and D. B. Dill; and 
“Laboratory Manual of Field Methods for Biochemical 
Assessment of Metabolic and Nutritional Condition’ by R. 
E. Johnson, F. Sargent, C. F. Consolazio and P. F. Robinson. 
Because of the wide variety of analyses which must gen- 
erally be performed in these studies, the authors have se- 
lected the most satisfactory methods which use the least 
amount of samples and which can be run routinely in large 
numbers. All of which adds up to great help in discrimi- 
nating in laboratory work and an abundance of clinical in- 
formation not ordinarily found in a book of this kind. 

Considering the ever-mounting medical expense to the pa- 
tient—and the ever-increasing demands on the time of the 
GP—METABOLIC METHODS will prove a very useful refer- 
ence on your desk. 


ROBERT E. JOHNSON, M.D., D. Phil. (Oxford) Professor and Head of the Depart- 


ment of Physiology, University of Illinois; and 


EVELYN MAREK, M.A., Biochemist, United States Army Medical Nutrition Labora- 


Order Gorm 


3207 Washington Blvd. 
St. Lovis 3, Missouri 


tory, Chicago. 469 pages, illustrated. Price, $6.75 


THE C. V. MOSBY COMPANY, 


Please send me: 


. Consolazio-Johnson-Marek METABOLIC METHODS—$6.75 


Enclosed find check. 


—___ Charge my account. 


Address. 
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Che Practitioner’s Bookshelf 


The Doctor. By Stanley R. Truman, M.D. Pp. 151. Price 
$3.00. The Williams & Wilkins Company, Baltimore, 
1951. 

This book, by the immediate past president of the 
American Academy of General Practice, fills a long- 
standing need. Our medical schools and hospitals pre- 
pare students and young physicians to take splendid 
care of their patients, but have failed to provide 
them with knowledge they need when embarking 
upon careers in practice. 

Dr. Truman is a thoughtful, earnest physician with 
the highest of ideals. He has been very successful in 
practice. The carefully considered suggestions he 
makes and the mature advice he offers have great 
value. 

He takes the young physician from the time he is 
choosing the type of practice he will pursue through 
the perplexing period of establishing himself in the 
community of his choice and outfitting his office to 
the practical relationship with his patients, his col- 
leagues, and the public. 

He discusses the aspects of practice in an easily 
understandable fashion, drawing freely upon his rich 
experience. The young physician can do no better 
than to read and carefully consider the sound advice 
Dr. Truman offers, and the older, established prac- 
titioner as well can gain much of value from the book. 

I particularly enjoyed the chapters devoted to ethics, 
professional relationships, and patient relationship. 

—Joun W. M.D. 


The Nevuroses. By Walter C. Alvarez, M.D. Pp. 667. 
Price, $10.00. W. B. Saunders Company, Philadel- 
phia, 1951. 

During most of the forty-five years of his very ac- 
tive medical practice, Dr. Walter Alvarez has been 
intensely interested in the so-called neurotic patient. 
In this book he shares with his readers the experience 
thus gained. As he says in the preface, the book is 
written by a nonpsychiatrist for nonpsychiatrists. 

The book is divided into six parts. Part I, the in- 
froduction, stresses the need for a better recognition 
of the neuroses and minor psychoses because of their 
prevalence and because they are so often overlooked. 
Part II, on diagnosis, gives numerous hints for rec- 
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ognizing the neurotic patient, and for separating the 
wheat from the chaff in taking histories and in or- 
dering laboratory tests. Part III deals with the causes 
of neuroses and psychoses. One of the most impor- 
tant chapters in this part is the 12th—“Little Strokes, 
a Common Cause of Nervous Syndromes.” Part IV 
discusses types of personality and several syndromes. 
Of particular interest in this section is the chapter 
on headaches. 

Part V takes up the psychosomatic features of the 
several specialties, including pediatrics. Part VI, on 
treatment, is perhaps the most valuable, especially 
Chapter 26, “The Art of Convincing a Patient That 
His Troubles Are of Nervous Origin,” and Chap- 
ter 27, “What Can the Patient Do to Help Himself?” 

This reviewer would like to offer an objection to 
the summary dismissal of the x-ray finding of hyper- 
ostosis frontalis interna as “usually harmless.” It 
is true that many experienced clinicians would agree; 
but many of us at Bowman Gray are convinced that 
when it is found in a patient, the prognosis for help- 
ing that patient’s multitude of complaints is not as poor 
as Dr. Alvarez has found it to be in the constitution- 
ally inadequate patient. 

Another protest is offered against the cavalier dis- 
missal of belladonna and phenobarbital. Sc many ex- 
perienced gastroenterologists have found these drugs 
helpful in treating their patients, that it is hard to 
believe their effect is altogether upon the psyche of 
both doctors and patients. It may be that in combi- 
nation they have synergistic action, even in rela- 
tively small doses. 

These minor differences of opinion are not in- 
tended to detract from the real value of the book. 
In it Dr. Alvarez puts into plain, everyday talk the 
accumulated experience gained from seeing thou- 
sands of patients. To him patients were never “cases,” 
but human beings in need of help. Only a keen ob- 
server and an experienced clinician who genuinely 
liked people, could have written such a book. Every 
doctor who really wants to learn to recognize and to 
treat the neuroses would do well to purchase and 
read it from cover to cover; then put it close to his 
desk where he can refer to it again and again. 

—Wineate M. Jounson, M.D. 
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Unique in Concept 
Unique in Format 
Unique in Daily Usefulness 


First Volume off press in August 


Stomach and Duodenum 


By Claude E. Welch, M. D. 
Massachusetts General Hospital and Harvard Medical School 
ctive 

354 pages; 475 Illustrations on 137 full-page plates. $8.50 


» PURPOSE To present simply but vividly the step-by-step 

reparation technic of the more common surgical operations and procedures 

as a guide for the less experienced surgeon, the surgical resident, 

GYNECOLOGY the intern, the general practitioner, and for the experienced 

by J. P. Greenhill, M.D. surgeon should he be required to perform operations outside of 
Chicago his usual sphere of practice. 


BILIARY TRACT PLAN Each volume will contain 320 to 380 pages. About one- 
by Charles B. Puestow, M.D. half of these will be full-page plates—step-by-step line drawings 
Chicago of each detail of each operation—from incision to closure. Fac- 
THE CHEST ing each page of illustration will be the text description of the 
by Julian Johnson, M.D. technic pictured. 


& Charles K. Kirby, M.D. AUTHORITY The authors of these Handbooks of Operative 


Philadelphia Surgery are all well-known authorities. 
THE INTESTINAL TRACT 
by Charles W. Mayo, M.D. ILLUSTRATIONS These superb original line drawings were made 


The Mayo Clinic " especially for this series by leading American medical artists. 
GENERAL FEATURES Dangers and safeguards are stressed. Pre- and 


postoperative care is detailed. Medical measures are included 
when indicated as part of a surgical procedure. 


Special Price 
W all volumes are year Wi ok The Year Book Publishers, Inc., 200 East Illinois Street, 


dered at time. 
eee ee eee PUBLISHERS Chicago 11. Please send me, as published, the follow- 


The five volumes in this ing books, postpaid, with 10-day return privilege. 


serizs may be purchased 
individually, but to those C) st h&D ...-$8.50 [[] The Chest -approx.$8.50 
doctors ordering the entire Gynecology approx. 8.50 The Intestinal Tract.approx. 8.50 


Biliary Tract approx. 8.50 Series of Five Volumes. ...38.00 


offered. Books will be 
billed individually as Name Street 
shipped. 


City Zone. State 
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Electroencephalography in Clinical Practice. By Rob- 
ert S. Schwab, M.D. Pp. 195. Price, $6.50. W. B. 
Saunders Company, Philadelphia, 1951. 


The author is a past president of the American 
Electroencephalographic Society and is in charge of 
electroencephalography at the Massachusetts Gen- 
eral Hospital. In this book he has fulfilled his avowed 
aim discussing the subject for the benefit of the 
clinician. 

After an interesting historical summary of 8 pages, 
Schwab launches into a simplified discussion of the 
relation of neuro-physiology to electroencephalography 
which the physician, untrained but interested, will 
not fail to understand. There follow chapters on the 
normal and abnormal encephalogram, technique, epi- 
lepsy and other neurologic problems, and the uses 
of the technique in psychiatry and research. The fi- 
nal chapter is autobiographic and tells of the plan- 
ning, organization, and staffing of a laboratory of 
electroencephalography. An excellent glossary of terms 
that has grown up around the discipline and an in- 
dex (including authors) of 7 pages close this useful 
work. For the clinician this is the most helpful dis- 
cussion of electroencephalography that this reviewer 
has seen; as the author notes, this is neither a refer- 
ence book nor a manual for electroencephalographers. 

A few “old saws” are perpetuated in the text, per- 
haps the most striking that there is “definite evidence 
of hypothalamic disturbances” causing narcolepsy 
(p. 131). Whenever the strong adjective “definite” 
is used in medical writing, it is likely that the writer 
is not at all certain. There is, of course, no evi- 
dence of hypothalamic disorder in narcolepsy unless 
the symptom itself be considered as such, and we 
know that the latter may be removed readily by the 
able psychotherapist. Errors such as these are carried 
along from text to text and acquire all but immor- 
tality in the process. 

Some readers will be made uneasy by the loose- 
ness of Schwab’s writing and his apparent unconcern 
for the reader in this regard. A considerable portion 
of his phrasing sets the teeth on edge until it is 
realized that the writing is loose and without for- 
mality. The book is replete with obtuse writing and 
a few examples are chosen at random. “The true 
value of the strong chance of the ordinary headache 
having a normal electroencephalogram is obvious” 
(p. 134). “Lesions in the cerebral substance around 
the thalamus, in particular, are sometimes causes of 
error because the thalamus or basal structures near 
the supply through the commissures are identical 
parts of both hemispheres” (p. 122). Unless one is at 
home in the subject, how would the following sen- 
tence be interpreted? “The most common source of 
error in localization of intracranial lesions is locali- 
zation of the disturbance on the wrong side of the 
hemisphere” (p. 122). The knowing may garner what 
is intended in a flash; on the other hand one may 
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go on reading and maybe divine what is meant is 
that the lesion is in the hemisphere opposite than 
that from which the more abnormal electrical dis- 
turbance is recorded. 

The strongest criticism to be leveled against the 
author, therefore, is that he, with abandon, commits 
Schopenhauer’s “error of subjectivity,” which may be 
defined as thinking it enough if he himself knows 
what he means and wants to say and takes no thought 
of the reader who is left to get at the bottom of it 
as best he may. Schopenhauer advised care in re- 
membering that thought so far follows the law of 
gravity, that it travels more readily from head to pa- 
per than from paper to head; a more immutable rule 
nas not issued from science. Should a second edition 
of the book be required, attention should be given 
to this defect. 

Also some consistency might be brought into the 
use of proper names; e. g., if we may use Jones ge- 
nerically, he may become Herbert Jones and Dr. Jones 
further along in the text—more error of subjectivity. 

Finally, the index needs strengthening. A single 
example—although thrombosis, hemorrhage of various 
types, and embolism are rather liberally mentioned 
in the text in the discussion of “strokes,” we find 
only a meager reference to vascular disease in the 
index. D. Arinc, M.D. 


Your Weight and Your Life. By Alfred L. George, M.D. 
Pp. 272. Price, $2.95. W. W. Norton & Company, 
New York, 1951. 


This book contains a discussion of obesity and its 
relation to metabolism and nutrition, written in un- 
derstandable language. The author discusses in logi- 
cal sequence, the latest scientific information on the 
subject of overweight, describing the important physi- 
ologic and psychologic aspects of weight reduction. 
Valuable are the sample diets and tables of caloric 
contents of common foods. 

In these days, when doctors are placing so much 
stress on reduction as an important aid in the preven- 
ition and treatment of chronic degenerative diseases, 
this book can be given or lent to a patient. 

The busy practitioner who cannot take much time 
to teach his overweight patients all they need to know 
about reduction can well use this book. 

—SamuEt Hyman, M.D. 


Brain and Behavior. By N. E. Ischlondsky. Price, $7.00. 
The C. V. Mosby Company, 1949. 


This book will be of little interest to the general 
practitioner. Even the trained psychiatrist is likely to 
have his doubts about some of the material that the 
writer has put into the volume. 

—Hersert S. Ripertey, M.D. 
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Return to Life. By Lily MacLeod. Pp. 128. Price, $2.00. 
J. B. Lippincott Company, Philadelphia, 1950. 


This is the story written by a woman who let her- 
self go for months with typical symptoms of cancer 
of the cervix of the uterus. Finally she went to a 
physician and was treated with x-rays and radium. 
She describes her great fright and mental perturba- 
tion when she found what was wrong. 

She thinks it was fortunate that when she was 
young she went through the terrible strain of finding 
that her son had a hopeless form of heart disease. 
That heartbroken time brought her some knowledge 
and strength which she could now put to use. It 
brought her “strength for knowing the truth.” “My 
father had honored me by thinking me woman enough 
to accept it. Dr. S. had honored me in the same way.” 

Evidently, she, like many other patients, wanted 
to know the truth, and found comfort in knowing it. 
She wished she knew also what the prognosis was, 
and what she could expect. This woman was grateful 
to the doctor for talking frankly to her, and for credit- 
ing her with sufficient sense and fortitude to take it. 

She says it would have been easier on her if the 
doctor had come right out and used the word cancer. 
The fact that he always avoided doing this made her 
the more frightened. —W. C. Atvarez, M.D. 


Good Health for You and Your Family. By E. P. Hag- 
man, Ed.D. Price, $3.75. A. S. Barnes Company, 
New York, 1951. 


Health, happiness, and a long life are the aims of 
this laymen’s book, prepared from publications of the 
Health and Welfare Division, Metropolitan Life In- 
surance Company. All common health problems are 
discussed in everyday terms. 

M.D. 


Speech Handicapped School Children. By W. Johnson, 
S. F. Brown, J. F. Curtis, C. W. Edney, and Jacq. 
Keaster. Pp. 464. Price, $3.00. Harper & Brothers, 
New York, 1948. 


This volume stresses the increasing need of speech 
correction in all schools. Today special attention is 
being directed to education of the exceptional child, 
and in this group belongs the speech defective. The 
authors show that more than half of our states have 
laws which recognize this group, and the demand 
for specially trained teachers of speech correction is 
greater than the supply, since five to ten per cent of 
school children have speech defects, according to 
surveys. 

While this book is designed primarily for the use 
of the classroom teacher, it is also directed toward 
the speech therapist, clinician, social worker, doctor, 
dentist, psychologist, or parent interested in children 
with a speech handicap. Various kinds of speech de- 


GP @ Volume IV, Number 2 


| 
| 
; 
tractive, durable, ff 
TEN RING plastic Lumite 
SS 
| 
Ortho 
y 
4 
wae 


fects are described, teaching methods suggested, and 
some pitfalls mentioned. 

The authors discuss the long neglect of remedial 
factors, by educators, and their responsibility for 
school failures, together with the lack of concern 
often manifested toward the atypical child. This is 
illustrated by case histories. 

It seems that the method of training known as the 
moto-kinaesthetic should have been included, as this 
way of directing the child in the formation of correct 
word patterns and form of movements with help of 
the trainer, is often very helpful when the child does 
not respond to the usual visuoauditory stimulation. 
However, other topics are discussed in detail and are 
highly informative. 

—Sara STINCHFIELD Hawk, Pu.D. 


Eye Manifestations of Internal Diseases (Medical Oph- 
thalmology). By I. S. Tassman, M.D. Pp. 672, with 
279 illus., 25 in color. Price, $12.00. 3rd Ed. The C. 
V. Mosby Company, St. Louis, 1951. 


Dr. Tassman’s book is more of a textbook and 
covers more of the field of ophthalmology than the 
title suggests. The subject of eye diseases as well as 
systemic diseases with eye manifestations is covered 
quite thoroughly. The first third discusses anatomy, 
eye examination, structural abnormalities, and some 
general considerations about eye manifestations. This 
portion would be most useful to students or those 
who had not previously employed the simpler methods 
of eye examination as a part of general physical ex- 
aminations. 

More specific discussion of eye manifestations be- 
gins with Chapter VI on congenital anomalies. This 
is followed by chapters on infections, parasites, drug 
intoxications, deficiency diseases, and diseases of the 
various systems. 

The book is well printed, on good paper, and there 
are numerous illustrations. Even more could have 
been used since this is a field in which diagnosis is 
made largely by inspection. 

The style is a little pedagogic. The author has 
made considerable effort to include all the things 
which might possibly happen to an eye in the course 
of a given disease. To some extent this prohibits em- 
phasis on the more common findings. 

The method of presentation is to give a brief of 
each disease followed by a discussion of the changes 
which may be found in the eye. Thus it is easy to 
use as a reference if the diagnosis is known and the 
reader wishes to know what to expect in the eye. It 
is not easy to use in trying to employ eye findings in 
establishing a diagnosis. 

The book was not intended as a quick reference 
work to be used in the office of a busy general prac- 
titioner. It is much better as a text or as a means of 
reviewing the very wide field of diseases affecting 
the eye. —Hersert L. Harttrey, M.D. 
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Ortho White Kit contains: | 
Ortho-Gynol) regular size tube 
Ortho-Creme, trial size tube 
Ortho-White diaphragm, 

in size prescribed (flat spring) 


Ortho-Gynol: Ricinoleic acid 0.75%, boric acid 
3.0%, oxyquinoline sulphate 0.25%, p-Diisobutyl- 
phenoxypolyethoxyethano! 1.0% 


Ortho-Creme: Ricinoleic acid 0.75%, boric acid 
2.0%, sodium lauryl sulphate 0.28%. 

ortho pharmaceutical corporation 
raritan, new jersey 


= ae 
‘ 
: 
: 
= 
} 
SINE +: 
7 
—_ 
| 


WITHOUT OIL IN CONSTIPATION 


Turicum combines methylcellulose in hydrated form with magnesium 
hydroxide in less-than-laxative dosage to maintain hydration through- 
out the bowel. 


The methylcellulose passes through the stomach and small in- 
testine without digestive breakdown; mixes with the fecal residue in 
the colon, incorporating dry particles in its mass. 


The osmotic effect of magnesium hydroxide assures the presence 
of adequate water as the dry fecal material is brought into the gel. 
Thus easy passage is accomplished without stimulant cathartics. 


Turicum is unique as a non-oily lubricoid, fecal-softening agent, acting in a rational 
manner to restore the normal pattern of bowel function. With Turicum there is no 
bloating—no danger of impaction, lipid pneumonia or leakage, and no interference 
with utilization of oil-soluble vitamins. 


Average dose: one to two tablespoonfuls. 


Available in pint bottles. 


HYDROPHILIC | LUBRICOID 
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Food Allergy. By Herbert J. Rinkel, M.D., Theron G. 
- Randolph, M.D., and Michael Zeller, M.D. Price, 
$8.59. Charles C Thomas, Springfield, Ill., 1951. 


The field of food allergy is far too new and un- 
explored to be approached by the modern family 
physician without the guidance of an expert. Such an 
explorer is Rinkel who, along with his co-authors, 
manifests a comprehension of the intricacies of this 
maze and who serves as an adept guide, though at 
times his steps become too fast and his approaches 
too devious to the novice who attempts to follow him. 

Rinkel approaches his problem concisely and clearly 
with his primary classification of fixed food sensitiza- 
tion and cyclic food sensitization. In his consideration 
of cyclic food sensitization, the phases of masking (of 
symptoms), accentuated reaction, latent sensitization 
and tolerance (with continued avoidance of food), 
and resensitization with reintroduction of the offend- 
ing food into the diets are well described. 

The etiology of food allergies is considered thor- 
oughly; interestingly enough he feels that the psychic 
aspects of this problem have been overemphasized. 
His compilation of the symptomatology is food for 
thought in that it gives a new, adequate, if disputed, 
approach to the problem of the all too frequent psy- 
choneurotic in its delineation of backache, nuchal 
pain, muscle cramping, fatigue, and many of the para- 
thesia manifestations of previously acknowledged 
functional states as possible allergic manifestations. 
He points out to our benefit the possibility of con- 
fusing a food allergy picture with that of a peptic 
ulcer, gallbladder disease, chronic appendicitis, and 
chronic colitis. 

The handling of the problem of the specific di- 
agnosis of food allergies demonstrates a masterful 
skill in delving into the region of the unknown. It 
considers fully and deftly the approaches to the prob- 
lem by pointing out first, the complete unreliability 
of the long-favored concept of skin testing as the 
method of choice. (He points to one set of cases 
where, in a series of some 4,000 positive skin reac- 
tions, only 1,200 are associated with a true clinical 
reaction.) His unique presentation of his favored line 
of approach, i.e., food diary with symptom recording, 
shows a long-time association with problems in cyclic 
food sensitization where the obvious answer is not 
always the correct one. 

He also discusses individual food testing and trial 
diets with recommendations for making their use 
much safer particularly in regard to preventing the 
creation of new allergies in the patient being treated. 
Corn is placed as the most common cause of food 
allergy; the difficulty is shown of obtaining entire 
elimination of such a food from the diet because of 
its presence in so many food products. He places 
wheat, milk, eggs, potatoes, oranges, beans, beef, 
tomatoes, coffee, lettuce, and pork as next most com- 
mon causes of food allergy in the order named. A bio- 
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logic classification of foods is included, as is a chap- 
ter on recipes for use with therapeutic diets. 

A final chapter on case records brings out the prac- 
tical application of all the principles discussed. In 
closing, the author presents a complete review of the 
Food, Drug and Cosmetic Act—an act that is often 
quoted but which is rarely seen in its entirety. 

To the physician who is looking for a facile, speedy 
approach to his problems in allergy this book is hardly 
the answer. But to the physician who is baffled and 
subsequently stimulated by his problems in food al- 
lergy and is willing to take time for study and diges- 
tion of its contents, this book has everything to rec- 
ommend itself. —W. W. Sackett, Jr., M.D. 


The Law of Medicine. By Parnell Callahan and Justin 
Callahan. Pp. 80. Paper bound, Price, $1.00. Oceana 


Publications, New York. 


This is a valuable booklet summarizing the law in 
many states in regard to the practice of medicine. It 
deals with the responsibilities of physicians under the 
law. For instance, there is material on a doctor's rights 
and duties in prescribing narcotics. The book tells 
when the doctor must report a patient's illness or an 
accident, and it tells what he must do in the way of 
getting permission before making an autopsy or cir- 
cumcising a boy. On page 58 one learns that a mercy 
killing, under the laws of North America, is consid- 
ered murder in the first degree. There are notes on 
the statutes in regard to sterilization. 


—W. C. Atvarez, M.D. 


The 1949 Year Book of Obstetrics and Gynecology. By 
J. P. Greenhill, M.D. Price, $4.50. The Year Book 
Publishers, Inc., Chicago, 1950. 


The Year Book series has long been a useful pub- 
lication to American practitioners. The annual com- 
pilation of the year’s best articles with their accom- 
panying editorial comments are of considerable help 
for a quick review of the recent trends in a given 
field. 

Among this series none is more successful and 
carefully prepared than The Year Book of Obstet- 
rics and Gynecology. Dr. Greenhill and his staff 
have done an excellent job of compiling, abstract- 
ing, and editing the leading articles during the pre- 
ceding year and making them available in a handy 
convenient form. The organization of the topics on 
obstetrics and gynecology into sections makes it pos- 
sible for the reader to review the current thought 
on a given subject in a very short order. 

The 1949 Year Book of Obstetrics and Gynecol- 
ogy is a valuable adjunct to the busy practitioner 
who does not have time or access to the study of 
the current literature dealing with this specialty. 

—Wutuls E. Brown, M.D. 
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NOW—the new 6-TUBE SONOTONE POWERHOUSE 
brings hearing to the severely deafened 


Usable hearing—that is what the 
new Sonotone “966” will bring to 
three classes of your hard-of- 
hearing patients: (a) those whose 
losses are as high or higher than 80 deci- 
bels, who do not wear a hearing aid be- 
cause none now existing can help them; 
(b) those hearing aid users whose deaf- 
ness has progressed beyond the ability of 
their aids to help them; and (c) other 
users who are inadequately served by their 
present equipment. 


Why is this true? Because the 6-tube cir- 
cuit provides ten times the power of the 
average hearing aid—the power needed 
for those whose residual hearing is so low 
that they had never hoped to hear again, 
power that reaches whatever useful hear- 
ing is left. 


SONOFACT #5 


Any amplifier will give some help to most 
hard-of-hearing patients, but a properly 
fitted Sonotone will make the best possible 
use of the residual hearing available. 
Sonotone does not utilize one instrument 
to fit all degrees of impairment but offers 
five for best possible fitting. 


NOT 3 BUT 6-TUBE POWERED 


Powerful as the “966” is, the power is 
controlled. This new aid is readily ad- 
justed to suit the individual. Extra loud 
sounds are modulated automatically. There 
is a tolerance control, an internal adjust- 
ment which gives a cut-off point beyond 
which further increase in volume is auto- 
matically limited. A bifocal control—ad- 
justed by the wearer of the instrument— 
reduces background noise. The Sonotone 
external microphone banishes the annoy- 
ing “sh-sh” of “clothes-rub.” 


The “966” is suitable for air and most 
particularly for bone conduction. Tell 
your severely deafened patients about this 
new way of coming back into the hearing 
world. 


A request on your prescription blank will 
bring detailed information on the remark- 
ably powerful Sonotone “966.” 


SONOTONE CORPORATION 


Box G-81 
Elmsford, N. Y. 
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Viruses, 1950. Edited by M. Delbruck. Pp. 146. Price, 
$2.50. Division of Biology of the California Institute 
of Technology, Pasadena, California. 


This is a highly technical volume, containing con- 
tributions from experts in this field. It will not be 
very intelligible to the general reader. 

—W. C. Atvarez, M.D. 


An error appeared in this section in the April issue. 
The publisher of The Life, Letters and Labours of Fran- 
cis Galton is Cambridge University Press, 51 Madison 
Avenue, New York 10. This work by Karl Pearson is in 
three volumes and is priced at $17.50. 


ALSO RECEIVED 


Although the editors attempt to publish as many re- 
views of books as possible, space will not permit the re- 


view of all books received from publishers. 


The History of Nature. By C. F. von Weizsacker, 
M.D. Price, $3.00. University of Chicago Press, Chicago. 

Scientific Autobiography. By Max Planck, M.D. Price, 
$3.75. Philosophical Library, Inc., New York. 

The Other Side of the Bottle. By Anderson. Price, 
$3.00. A. A. Wyn, New York. 


Br logy. By Jackson & Jackson. Price, 
$12.50. W. B. Saunders Company, Philadelphia. 


Clinical Orthoptic Procedure. By Smith. Price, $8.00. 
The C. V. Mosby Company, St. Louis. 

Deafness, Tinnitus, and Vertigo. By Samuel J. Kopet- 
sky, M.D. Pp. 314. Thos. Nelson & Sons, New York, 
1948. 

Wheeler and Jack’s Handbook of Medicine. Revised by 
Robert Coope, M.D. Pp. 648. The Williams & Wilkins 
Company, Baltimore, 1950. 

Ambulance Anecdotes. By Temple Fay, M.D. Pp. 124. 
Price, $2.50. Charles C Thomas, Springfield, IIl. 

Family Centered Maternity and Infant Care. Edited 
by Edith B. Jackson, M.D., and Genevieve Trainham, 
R.N., M.A. Pp.29. Price, $.25. The Josiah Macy, Jr., 
Foundation, New York, 1950. 

Your Prostate Gland. By Reed M. Nesbit, M.D. Pp. 
50. Price, $2.00. Charles C Thomas, Springfield, Ill., 
1950. 

Personnel Administration in Public Health Nursing. 
By William Brody. Pp. 209. Price, $3.25. The C. V. 
Mosby Company, St. Louis, 1951. 

Connective Tissues. Edited by Charles Ragan. Pp. 164. 
Price, $3.25. The Josiah Macy, Jr., Foundation, New 
York. 

Nerve Impulse. Edited by David Nachmansohn. Pp. 
159. Price, $3.00. The Josiah Macy, Jr., Foundation, 
New York. 

Factors Regulating Blood Pressure. Edited by Benj. 
W. Zweifach and Ephraim Shorr. Pp. 219. Price, $3.00. 
The Josiah Macy, Jr., Foundation, New York. 

Fever Therapy. By H. Worley Kendall, M.D. Pp. 101. 
Price, $2.25. Charles C Thomas, Springfield, IIl., 1951. 


QUADRINAL TABLETS CONTAIN FOUR 
DRUGS, EACH SELECTED FOR ITS 


PARTICULAR EFFECT IN CHRONIC 


ASTHMA AND RELATED ALLERGIC 


RESPIRATORY CONDITIONS. 


Quadrinal, Phyllicin. Trademarks E. Bilhuber, Inc. 


available on prescription only 


Quadrinal tablets 


Quadrinal Tablets are marketed in bottles of 100, 500 and 1000. 


R %2 or 1 Quadrinal Tablet every 
3 or 4 hours, not more than 
three tablets a day. 


Each Quadrinal Tablet contains ephe- 
drine hydrochloride % gr. (24 mg.), 
phenobarbital % gr. (24 mg.), Phyllicin 
(theophylline-calcium salicylate) 2 gr. 


(120 mg.), and potassium iodide 5 gr. 
(0.3 Gm.) 


 BILHUBER-KNOLL CORP., o: 
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Anxiety and Autonomic Lability 


as the Basis of Functional Disorders 


Emotional response to the stress of life is the pri- 
mary source of illness in a steadily increasing num- 
ber of cases. Weiss and English estimate that as 
high as two-thirds of all patients have disorders 
due either entirely or in part to emotional factors 
and anxiety. Ebaugh? refers to anxiety as “. . . the 
universal disease of our times”. 

Complete examination discloses no organic basis 
for the symptoms in these cases, yet the clinical 
picture may mimic a true organic disease. 

The symptom-complex usually involves several or- 


gan systems.”** In such cases, the anxiety is chan- 
neled into organ dysfunction via the autonomic 
nervous system.?*** Some of the effects produced 
by exaggerated activity of a labile autonomic sys- 
tem are tabulated below. Many of these, it will be 
noted, are related to the symptoms which feature 
prominently in functional disorders. The symptoms 
in any one case are not necessarily limited to one 
organ system. Usually some are referable to sym- 
pathetic hypertonicity, others to parasympathetic 
hypertonicity. 


PARASYM- 
SYMPATHETIC SYMPTOMS OF 
ORGAN SYSTEM| HYPER- oa FUNCTIONAL | AUTONOMIC 
TONICITY TONICITY DISORDER 
Belchi pe a 
Hypomotility Increased Salivation Chimica 
INTESTINAL | Hyposecretion | Hypermotility Nsusea vomiting | Py ture sussestive 
of non- 
diagnosis of 
Rapid h Palpitati Functional Disorder 
Peripheral vaso- | Reduced heart rate | cint¢tachycardia | can be facilitated 
CARDIO- constriction Vasodilatation Premature systoles | by use of the fol- 
VASCULAR Slight rise in Lowered blood B.P. low in some; | lowing indications 
blood pressure a elevated in others — 
Variable Bl 
Dry nasopharyngeal | Increased nasophar- | Dry mouth and jedi ns 
mucous yngeal secretion throat — Temperature 
RESPIRATORY Bronchial constric- in Variations 
Bronchial tion reathing Changi 
relaxation Laryngospasm Sighing respiration om 
Deviations in 
Bladder detrusor Urin frequen BME. 
por Bladder detrusor Difficulty cy 
GENITO- urinating Ocslocardiac 
and motility motility increased irregularity 
decreased Alterations 


Primarily, the patient visits his physician out of 
concern over his symptoms. At this point, he is 
either unaware of his basic emotional problem or 
ignores it. A complete examination will rule out 
organic disease and thus reassure the patient. Then, 
treatment is directed along two lines: First, relieve 
the patient of subjective distress by drug therapy.* 
He will then be more cooperative in discussing his 
emotional problems. Then, having uncovered the 
basic problem, guidance is given toward correcting 


1. WEISS, E. 

EBAUGH 

A. 42: 32, 1950 
TZ 


M.: A Handbook Of Psychiatry, Mosby Co. 


This tabulation is based on data available in references 1 to 6 stated below. 


and ENGLISH, O.: Psychosomatic Medicine, ed. 2, Saunders 
, F. G.: Postgrad. Med. 4: 208. 1948. 3. WILLIAMS, 

2: . 4. WOOLEY, L.: South. Med. & 
N., et al: Ann. Int, Med. 27: 261, 1947. 


W. S. et al: Am. J. Obst. & Gynec. 59: 328, 1950. 7. KARNOSH, 
J. 


unhealthy situations and attitudes. 

*The fact that autonomic dysfunction plays a large 
part in mediating the disturbance suggests auto- 
nomic sedation. A number of independent studies 
indicate that this therapeutic approach is effective. 
78° The investigators used ergotamine tartrate (ad- 
renergic blockade), levo-alkaloids of belladonna 
(cholinergic blockade) and phenobarbital (central 
sedation) in the form of Bellergal tablets. The total 
effect is an integrated sedation of the entire A.N.S. 


Sandoz 
Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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BY ARCH WALLS, M.D. 


Ir 1s my duty as Chairman of the Board of Direc- 
tors to report to you the activities and transactions 
of the Board during the past year. 

This has been a very active and progressive year 
for the Academy, so I will merely attempt to pre- 
sent to you a brief outline of the Board meetings 
since the chairmen of the various commissions and 
committees will give their reports later. 

The Board of Directors met in Saint Louis on 
February 23, 1950, following the annual sessions, 
and was called to order by Chairman Paul Davis. 
The Board of Directors voted to print the manual 
presented by the Hospital Committee as adopted 
by the Congress of Delegates, and to distribute it 
to every general hospital in the United States. It 
was also voted that an announcement appear in 
GP as to the existence of this manual and its avail- 
ability for those who are interested. 

It was moved that a committee on Rural Health 
be appointed by the Board. 

The Board sanctioned a luncheon meeting of the 
presidents and secretaries of constituent state chap- 
ters to be held during the Annual Scientific As- 
sembly in San Francisco. 

A report from the Committee on Regional 
Counselors was reviewed, and the Board acted upon 
the recommendations of the committee that the 
question of regional advisors be deferred in favor 
of utilization of the directors for such duties. 

Commendations were extended to the chairman 
and other members of the Building Committee for 
their fine efforts and work done toward a building 
fund. 

The Board sanctioned a meeting of the Medical 
Coordinating Committee, including the advisory 
members, to be held in Chicago at the time of the 
A.M.A. Annual Congress on Medical Education 
and Licensure. (Note: An attempt was made to 


GP © August, 1951 


Academy Keports and News 


REPORT OF CHAIRMAN OF BOARD OF DIRECTORS 


Arch Walls, M.D. 


Dr. Walls practices in Detroit, Michigan, where he 
was recently installed as president of the Wayne 
County Medical Society, one of the largest and 
most progressive medical associations in the country. 


hold this meeting, but it was not feasible.) 

An election of officers took place. Your present 
chairman was unanimously elected chairman of the 
Board; Dr. Bryner was unanimously elected as 
treasurer. Dr. Truman and Dr. Bibler were respec- 
tively elected to the Executive Committee. The 
Board went on record as extending a vote of con- 
fidence to the retiring chairman of the Board and 
to the retiring president for their untiring efforts. 

Dr. Carl B. Hall of West Virginia was ap- 
pointed liaison officer to the National Society for 


Crippled Children and Adults. 
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Therapeutic Formula 


A Comprehensive Wijeth 


For All Nutritional Anemias 


A daily dose of 3 IRONATE capsules provides: 


Ferrous Sulfate, Dried 681 mg.* 


Copper (as copper sulfate) 3 mg. 
Vitamin B, (thiamine hydrochloride) 15 mg. 


Vitamin B, (riboflavin) 6 mg. 
IRONATE 
Vitamin B, (pyridoxine hydrochloride) 3 mg. supplies: 
e Iron, plus 
Vitamin B,, (crystalline) 15 meg. e Vitamin BCom- 
plex—in signif- 
Vitamin C (ascorbic acid) 225 mg. icant amount— 
: e Crystalline 
Folic acid 1 mg. Vitamin B,, in 
substantial dos- 
Calcium Pantothenate 3 mg. age 
iacinami 'e Vitamin 
Desiccated 
Liver, desiccated, N.F. 525 mg. ; Liver 


to 15 gr. ferrous sulfate, U.S.P. or 204 mg. of elemental! iron 


A combination of specific and 
adjuvant factors to assure a 
prompt and sustained erythro- 
poietic response. 


RONATE 


IRON e VITAMINS e LIVER 


SUPPLIED: Bottles of 100 capsules 
Wyeth Incorporated, Philadelphia 2, Pa. 
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The Board also appointed three members to ap- 
pear on behalf of the Academy to testify before 
the House subcommittee hearing on health meas- 
ures. They are: U. R. Bryner, J. S. DeTar, and 
W. B. Hildebrand. (Note: However, these mem- 
bers were never called upon to testify.) 

The questions of recommendations for honorary 
membership in the Academy were discussed, and 
it was the consensus that only men who have done 
outstanding work benefiting the Academy as a 
whole should be accorded this honor, and further, 
that most honorary memberships should be granted 
by the state chapters only. 

The chairman asked that a procedure for obtain- 
ing scientific exhibits for the annual meeting be 
set up. It was agreed that this committee should 
be a section of the Local Arrangements Commit- 
tee and members serving on it should be appointed 
in the area in which the meeting is to be held. 

The question in regard to the method of ap- 
pointments to the standing commissions and com- 
mittees was discussed at length. The chairman felt 
that the appointments should be delayed and that 
each state secretary should be asked for sugges- 
tions of men in his state who have outstanding abil- 
ities, and who would make good committee mem- 
bers. I wish to take this opportunity to express my 
thanks, on behalf of the Executive Committee, to 
those state officers who assisted in the committee’s 
work on appointments by co-operating in sending 
in the names of men qualified to serve on com- 
mittees. 

A telephone conference meeting was held on 
March 16 with the Publication Committee to set 
up plans to interview Dr. Walter Alvarez for the 
position of medical editor of GP, and also to au- 
thorize the Executive Secretary to interview pos- 
sible candidates for the position of an additional 
executive assistant at headquarters. 

At a joint meeting of the Executive Committee 
and Publication Committee held April 2 in Chi- 
cago, Dr. Walter Alvarez was employed as medi- 
cal editor of GP, and Mr. Greer Hermetet was 
employed as an additional assistant at headquarters. 

The Executive Committee met in San Francisco 
on June 30th and July Ist, at which time the com- 
mittee appointments were made, after considera- 
tion of recommendations from state officers. The 
committee studied and rejected a proposal by the 
Education Commission to present a postgraduate 
course prior to the 195] Assembly. 

An appointment of Dr. Stanley Truman and Dr. 
H. Kenneth Scatliff as Academy representatives to 
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the Midcentury White House Conference on Chil- 
dren and Youth was made. 

The employment of Mr. William J. Burns as 
consultant to the technical exhibit of the Annual 
Assembly was approved. 

A telephone conference meeting of the Execu- 
tive Committee August 8 selected the date of Oc- 
tober 7 and 8 for the fall Board meeting, and also 
appointed Dr. Davis and Dr. Walls to represent 
the Academy at the meeting of the A.M.A. Coun- 
cil on Industrial Health in Chicago on Septem- 
ber 28. 

The Board of Directors of the American Acad- 
emy of General Practice convened in the city of 
Chicago at 10:00 a.m. on Saturday, October 7, for 
its regular meeting. 

The first subject discussed was the transfer of 
the College of Surgeons’ hospital approval program 
to the Hospital Association. The Chairman of the 
Board was authorized to appoint a special commit- 
tee to draw up a resolution of protest to the Board 
of Trustees of the A.M.A. 

The policy on annual dues and study require- 
ments for members called to active duty in the 
military service was discussed. The Board decided 
that active members who enter temporary active 
duty in the armed forces of the United States or 
its military allies, shall be relieved of the require- 
ment of paying annual dues to the American 
Academy of General Practice for the ensuing fiscal 
year and until January Ist of the year following 
their separation from service. 

Reports from the chairmen of the various com- 
missions were given and discussed, but your Chair- 
man wishes to leave all of these reports to be given 
by those respective chairmen. 

The Board recommended that two additional 
members selected for the Publication Commit- 
tee when such qualified persons as recommended 
by the committee are discovered, and also that the 
treasurer of the Academy be an ex officio member 
of the Publication Committee. 

A letter from the secretary of the International 
Academy of Proctology was read, requesting an 
official alliance with the Academy. This was dis- 
cussed and a motion was made to decline the re- 
quest. The Board authorized a reply stating that 
the Academy was happy to co-operate with the 
proctologists as with all other special groups but 
did not regard an official alliance as practicable. 

The Chairman read a letter from M & R Lab- 
oratories requesting to be allowed to present an 
award and a suitable trophy to the member of the 
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in the menopause: 


serenity. pozse. emotional equilibrium 


“Because the symptoms are related to menstruation, certain neurotic manifestations are errone- 


ously ... treated with sex hormones. The greatest abuse of hormone therapy today is in the 
menopause syndrome.”’* 


Your prescription for ‘Benzebar’ for your menopausal patients will make unnecessary 
the expense and hazards of hormone therapy in a great number of cases. 


‘Benzebar’ will help you allay their apprehension, depression and nervousness. It will 
do much to restore optimism, cheerfulness and sense of well-being; to relieve tension, 
nervous excitability and agitation. 


a rational combination of ‘Benzedrine’ Sulfate, 5 mg.;and phenobarbital, gr. 


Smith, Kline & French Laboratories, Philadelphia 


“‘Benzedrine’ & ‘Benzebar’ T.M.Reg.U.S. Pat.Off. *Wilson, L.: New York State J. Med. 50:1386 (June 1) 1950 
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Academy who had contributed most to general 
practice. A special committee to study the quali- 
fications for the award was appointed. Its chair- 
man, Dr. H. T. Jackson, will present the report of 
the Awards Committee later. 

The subject of the appointment of the Nomi- 
nating Committee was discussed. After thorough 
and careful consideration of all the delegates on 
record, the Board of Directors selected the follow- 
ing nominating committee: Cyrus W. Anderson, 
Denver, Colorado, Chairman; Charles I. Nichols, 
Baldwinville, Massachusetts; Norman R. Booher, 
Indianapolis, Indiana; Malcom Phelps, El Reno, 
Oklahoma; and Walter Sackett, Jr., Miami, Florida. 
The alternates are as follows: William Shaw, Fay- 
ette, Missouri; Murland Rigby, Rexburg, Idaho; 
and R. G. Carpenter, Dallas, ‘Texas. 

The Board of Directors approved an outline of 
powers and duties of officers and committees of the 
American Academy of General Practice which was 
prepared by Mac Cahal, Executive Secretary, at 
the instruction of the Board. 

At its meeting here in San Francisco on Friday, 


One of the side lights of the development of the 
American Academy of General Practice during the 
past four years is the development of leadership 
again for the family doctors of America. For the 
previous twenty-five years the general practitioner 
gradually lost the leadership he had for centuries. 
He failed to meet the challenges for which he is 
so well remembered and gradually lost the respect 
of his patients and the profession in general. This 
was to be expected due to the fact that there was 
no medical organization he could call his own. 
The local and state organizations were taken over 
by the specialists and were practically run by them. 
The condition was such that if a general practi- 
tioner ever became president of his local or state 
society he had to be an exceptional individual. 
This was true all over the country and no one 
seemed to worry whether it was right, wrong, or 
indifferent. 

Since the American Academy of General Prac- 
tice was formed in 1947, there has been a notice- 
able change in this condition. We find the general 
practitioners have taken more interest in their own 
local societies and are more active in the affairs of 
the state societies. We find that being on the same 
level as the specialists, some general practitioners 
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A MESSAGE FROM THE PRESIDENT: 


March 16, the Board approved a recommendation 
from the Finance Committee that the national 
Academy will make one mailing for membership 
recruiting for each chapter once a year for two 
years; a maximum of two mailings to be made to 
any state chapter. 

The Board also approved a recommendation 
from the Finance Committee that the national 
Academy will defray expenses incurred by an ofh- 
cer, director, committee chairman, or staff member 
in addressing a state chapter’s annual meeting only 
once in three years. This does not restrict or limit 
the right of state chapters to request visits from 
Board members or members of the headquarters 
staff for assistance in planning or conducting or- 
ganization activities. The Executive Committee was 
given the power to authorize defraying expenses 
of an officer to a state meeting where a special situ- 
ation has arisen requiring the assistance of a na- 
tional officer. 


Address presented to the Congress of Delegates at the 
Third Annual Scientific Assembly at San Francisco in 
March, 1951. 


LEADERSHIP 


are being elected to the A.M.A. As time goes on 
we hope to see our members taking a more active 
part in our parent organization. This is as it should 
be. The American Academy of General Practice 
should never supersede or try to take over the func- 
tions of the A.M.A., but our members should be 
a part of the parent organization so we can take 
our actual places in organized medicine. This | 
am sure we will do, more and more, as time goes on. 

Four years ago we found ourselves shut off al- 
most entirely by the deans in the medical schools 
and the directors of our teaching institutions. The 
deans, the heads of the departments, and the in- - 
structors were all specialists. No effort was made 
to consult with the general practitioner and no 
one invited him to talk to those who were respon- 
sible for the medical education of the future doc- 
tors of America. Postgraduate courses were planned 
for and given by the specialists. The general prac- 
titioner could either take them or leave them. No 
attempt was made by any group to give us what 
we wanted to hear or what we needed to hear. 
Scientific Assemblies were made up by the spe- 
cialists groups. Medical papers, periodicals, and 
books were written by the specialists largely for 
the specialists. 
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moa pe With Terramycin “the results in impetigo 


and related skin diseases were splendid. 
Total recovery in about three days seemed 
to be the rule.” 


Translated from Perdrup, A.: 
Ugeskrift for Laeger 112:1089 (Aug. 3) 1950. 


( STALLI PERRAMYCIN HY DROCHLORIDI 
available Capsules, Elixir, Oral Drops, Intravenous. 
Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC.. Brooklyn 6, N. Y. 
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Since our organization came into being this con- 
dition has already changed. Medical schools are 
asking us what we think should be taught in our 
postgraduate courses. Many schools are planning 
courses largely designed to meet the general prac- 
titioner’s needs. At our own scientific assemblies 
we are asking specialists to give us what we want 
to know and not what they think we should have. 
General practitioners are beginning to write ar- 
ticles for medical journals and periodicals. We have 
seen two of our members publish books during the 
past year. 

Many of the general practitioners are going back 
into the education field. We hope at future as- 
semblies more and more general practitioners from 
our own group will have real stories to tell and real 
experiences to contribute. 

The research field, largely forgotten by the gen- 
eral practitioner for the past number of years, 
should be explored in the future. For example, 
there is a type of research that can be done in an 
office that has probably never been done by any- 
one else. The general practitioner who keeps good 
records and does good work can easily contribute 
a paper on patients and treatment that he has 
given in his office alone. General practitioners can 
carry on investigative work in the home and hos- 


A New clinic, emphasizing the “family doctor” 
type of medical practice, will be established in the 
Out-Patient Department of John Gaston Hospital 
by the University of Tennessee College of Medi- 
cine and the hospital Board of Trustees. 

Dr. O. W. Hyman, vice-president of the medical 
units, and dean of the College of Medicine, said 
the clinic will be known as the Family General 
Practice Clinic. Dr. Paul Williamson of Vernal, 
Utah, has been named director. 

It will open September 27, the beginning of the 
Fall quarter at the medical units, as an experiment. 
It may have far-reaching effects upon both medical 
education and medical service to patients. 

Dr. Hyman said the clinic will stress, for twelfth- 
quarter (graduating) medical students, the idea 
of “family practice,” which has been eclipsed in 


recent years by the trend to specialization. 
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FAMILY GENERAL PRACTICE CLINIC 


pital just as well as the specialist. In our own or- 
ganization we have many advantages in the nutri- 
tion field over some of the specialists. Geriatrics is 
certainly our field. Since we still have more of the 
aged with us than ever before, they are becoming 
more and more our problem. Geriatrics and psycho- 
somatic medicine is definitely within the realm of 
the general practitioner. 1 hope that more general 
practitioners will investigate these fields. 

We now have two of the finest editors for GP 
that can be found in the medical field. We have 
gotten the best men in medicine to write articles 
for our journal. We are getting the best special- 
ists to address our meetings. Certainly no one can 
criticize us so far. We now have men in our own 
organization who meet our needs. We must use 
them. 

In keeping up our public relations we must sell 
the American people on the idea that every per- 
son needs a family doctor. We must sell these 
same ideas to the specialists all over the country. 
We must convince the American people that the 
general practitioner is the first line of defense 
against disease. Ours is a big job, but we must 
continue to be the best general practitioners in the 
world. 


—J. P. Sanvers, M.D., President 


In the clinic, it will be pointed out to advanced 
medical students what a capable general physician 
is able to do effectively, and when his limitations 
are reached. In this way, the student will learn 
when to refer a patient to a specialist. 

General practitioners from Memphis and neigh- 
boring small towns will serve as visiting physicians 
at the clinic to give students the benefit of actual 
experience in general practice. 

The various specialty clinics will continue to 
operate as in the past, but as most of them have 
a heavy patient load, they will welcome a diver- 
sion of some of their patients to the new clinic. 
This will enable the clinics to give more thorough 
service to those who have been first screened by the 
family clinic. 

It will be operated under the Division of Pre- 
ventive Medicine, headed by Dr. Henry Packer. 
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Each ARMATINIC ACTIVATED 

Capsulette contains: 

Ferrous Sulfate, Exsiccated...200 mg. 
Vitamin Crystalline .. .... 10 meg. 
Ascorbic Acid (Vitamin ().... 50 mg. 
Insoluble Liver Fraction 

with Duodenum* .........350 mg. 
*The liver is partially digested with 


an equal quantity of duodenum dur- 
ing manufacture. 


Supplied: Bottles of 100 and 1000 
at prescription pharmacies every- 
where. 
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Comprehensive antianemic therapy with Armatinic 
Activated Capsulettes assures a more rapid and com- 
plete response with a minimum of therapeutic failures. 
Effective potencies of all hemopoietic factors are 
obtained. Furthermore, vitamin Bi2 is activated to 
optimum efficacy by the addition of desiccated duo- 
denum, a fact established only recently.!: 2-3 

An important advantage of Armatinic Activated 
is the virtual freedom from undesirable side-actions 
in the gastrointestinal tract. Indicated in all micro- 
cytic anemias and the macrocytic anemias of nutri- 
tional origin. Armatinic Activated Capsulettes, a new 
product of The Armour Laboratories, are economical. 
Supplied in bottles of 100 and 1000 at prescription 
pharmacies everywhere. 
(1) Hall, B. E.: Brit. Med. J. 2: 585-589, 1950; (2) Bethel, F. H., et al.: 


Univ. Hosp. Bull., Ann Arbor, Mich. 15: 49-51, 1949; (3) Spies, T. D.: 
J.A.M.A. 145: 66-71, 1951 
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Doubled Duration of Pyribenzamine Relief from hay fever 
and other allergies may be simply attained: Administer one 
Pyribenzamine Delayed Action Tablet (50 mg.) simultaneously 
with one uncoated Pyribenzamine Tablet (50 mg.) after 
breakfast and again after the evening meal. The principle 
of such full uninterrupted 24 hours of relief is shown above. 
Release of the Pyribenzamine from the specially coated 
Delayed Action Tablet is postponed until the effects of the 
uncoated tablet are wearing off. 


Pyribenzamine 


TRIPELENNAMINE HYDROCHLORIDE 


4/1722 Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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BY A. 


DOKTORSKY, M.D., 


Chicago, Illinois 


A NEw approach to postgraduate education for the 
doctor in general practice has been developed in 
Illinois to meet the basic requirements of the doc- 
tor in general practice. It was evolved to more ade- 
quately acquaint the doctor with trends in modern 
research and modern medicine. The program was 
designed to bring to the doctor those procedures 
and developments that would enable him to carry 
on more proficiently his daily work in the office 
and in the hospital, and to more adequately in- 
struct the man in general practice in the various 
phases of medicine and surgery that are his hourly 
and daily contact. By offering a course that was in- 
tegrated, that was complete, and that adequately 
covered the phases of general practice in its many 
facets of medicine and surgery, the general prac- 
titioner would have the opportunity to attend one 
course that was essential to all his requirements. 

The Committee on Education of the Illinois 
Academy of General Practice believes that this 
experiment has been worthwhile to the public, to 
the individual physicians attending the lectures, to 
the Academy as a whole, to the participating lec- 
turers, and to the medical schools participating in 
the program. The objectives for the future are to 
improve the subject matter, to reach more doctors, 
to eliminate the uninteresting speakers, to even 
further reduce the cost of the program, and thus 
reduce the fees. As family physicians, it is our re- 
sponsibility to do all in our power to work with 
other members of the profession, to continually 
improve the quality of medical care by increasing 
the knowledge and skill of as many physicians as 
possible. 

The Committee realized that the interest of the 
Academy, and the physicians attending the lec- 
tures, would best be served if the personnel and 
facilities of established recognized institutions of 
higher learning could be utilized. Consultations 
were therefore held with Dr. Lowell T. Coggeshall 
of the University of Chicago School of Medicine, 
Dr. Andrew C. Ivy and Dr. Stanley W. Olson 
of the University of Illinois School of Medicine, 
Dr. John J. Sheinin of the Chicago Medical 
School, Dr. Richard H. Young of Northwestern 
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NEW APPROACH TO POSTGRADUATE EDUCATION 


AND STANLEY B. ABELSON, 


M. D. 


University Medical School, and Dr. John F. Shee- 
han of the Stritch School of Medicine of Loyola 
University. These medical educators were so en- 
thusiastic in their discussions with the Commit- 
tee that it was decided all five schools would com- 
bine their facilities and resources to present the 
best possible program to the physicians of Illinois. 

In preparing the subject matter, lectures were 
arranged so that a given phase of study would fol- 
low an orderly arrangement. The accompanying 
outline of the course illustrates this point more 
clearly. For example, pediatric lectures were 
grouped together, general medicine lectures formed 
another group, surgical lectures another, etc. 
Whenever possible and advantageous, the groups 
were interrelated; the general medical lectures in- 
cluded one of the medical aspects of the gallblad- 
der, and the surgical group included a lecture on 
the surgical aspects of the gallbladder. Topics of 
prime importance in the practice of medicine of 
today were also included, such as lectures on 
ACTH and Cortisone, the collagen diseases, peptic 
ulcer, and the Dragstedt operation. 

Speakers were selected on the basis of their quali- 
fications to present a given subject, thus avoiding 
a hodge-podge of lectures. In this connection, one 
of the most difficult problems was to reduce the 
enormous number of desirable subjects to the forty 
lectures that were scheduled for the year. By giv- 
ing forty lectures of one hour each, and having a 
thirty-minute discussion period after each lecture, 
Academy members could easily acquire the nec- 
essary 150 hours of medical study required every 
three years for continued membership. 


Lecture Points 


The problem of offering these lectures to a large 
number of physicians located throughout the state 
at first seemed insurmountable. A plan was finally 
devised wherein eight communities in various parts 
of the state were selected as lecture “points.” Of 
these, three “points” were in Cook County (Chi- 
cago), and the other five were in so-called “Down 
State” areas. 
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non-sensitizing — “We have used EuRAX in approximately 400 cases. . .. There was only one 
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longer-lasting — “Fifteen dermatologic entities were treated. . .. The antipruritic effect lasted 
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seems to be particularly suitable for those cases where long-continued use is ex- 
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cosmetically acceptable — “EURAX is odorless and non-staining . . . an elegant addition 
to our dermatologic therapy.” 


All quotations from paper presented before the 
144th Annual Meeting of the Medical Society of 
the State of New York, New York City, Section on 
Dermatology and Syphilology, May 12, 1950. 
Peck, S. M. and Michelfelder, T. J. New York 
State J. Med. 50:1934 (Aug. 15) 1950. 
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All localities were to receive the same lectures. 
By rotating the instructors, and having the same 
one give his lecture sometimes at two communi- 
ties in the same day, the instructor reached a larg- 
er audience and the time spent in travel was re- 
duced. The arrangement for presenting lectures at 
Belleville and Herrin on the same day is an ex- 
ample. These communities are approximately 
seventy-five miles apart, and three hundred miles 
from Chicago. By having the lecture at Belleville 
in the morning and at Herrin in the afternoon, the 
same speaker had to make only one trip instead of 
two. While the series of lectures, for example in 
pediatrics, was being given weekly in one part of 
the state, another series would be given in another 
part, ete. 

To facilitate the registration of the students for 
the course in various localities, members of the 
educational committee became the registrars for 
their particular areas. They also became responsible 
for the physical requirements of ascertaining that 
the lecturer arrived at his point of lecture with the 
minimum of confusion and delay. 

During the period from October 27, 1950, 
through July 6, 1951, a total of 250 lectures was 
given. A master schedule was prepared assigning 
each lecturer to a given locality by subject and by 
date. The curriculum for the entire program was 
drawn up by the Committee and submitted to the 
deans of the medical schools for approval. It was 
felt that by this means the educational programs 
would be directed to the man in general practice. 

In order to qualify for his certificate, each man 
attending the course must be present at 80 per 
cent of the lectures. Attendance is taken by the 
registrar at each locality. A charge of $35.00 for 
the entire course is made to members of the Ameri- 
can Academy of General Practice, and $75.00 to 
nonmembers. The Illinois Academy of General 
Practice receives one-sixth of all the money col- 
lected to defray the costs of publicity, registration, 
printing, and postage. The schools participating 
in the program are paid a fixed fee. Any money 
in excess of all these expenses will be used for fu- 
ture programs. 


Selecting a Speaker 


Much has been learned during this first year. 
Frankly, the degree of skill in presenting his sub- 
ject is of prime importance in selecting a speaker. 
Not always is the leading authority the best lec- 
turer. The busy doctors in general practice are 
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quick to complain of time wasted. They do not 
want to hear any speaker praise himself or them. 
They want factual information they can use, and 
they resent any implication that this or that treat- 
ment, or mode of diagnosis, belongs only to the 
specialist. They want the specialist to teach them, 
and they are willing and eager to learn. Many 
physicians practice in areas where there are rela- 
tively few or no specialists, and it falls to the lot 
of the doctor in general practice to perform all 
these services if he is to practice good medicine. 
It is the moral duty of the Academy and of medical 
educators to provide the doctor in general practice 
with all the instruction possible so that the public, 
in all types of communities, can have the benefit 
of good medical care. 

A total of 654 physicians throughout the state of 
Illinois attended the course and thus demonstrated 
their eagerness to improve themselves. All the pa- 
tients of these 654 physicians in turn have been 
benefited by this program. It is gratifying to the 
Education Committee to know that many physi- 
cians drove as many as 150 miles each lecture 
date to attend these sessions. 

The following is an outline of the circuit course 
curriculum for 1950-1951 of the Illinois Academy 
of General Practice: 

Group |. Gastroenterology: 


1. Diseases of the Liver, Physiology and Medical Management. 
2. Highlights in the Roentgenologic Diagnosis of Gastroin- 
intestinal Diseases. 


3. Diagnosis and Manag t of Benign Diseases of the 
Stomach and Duodenum. 
4. Diagnosis and Manag t of Benign Diseases of the 


Small and Large Bowel. 
5. Psychosomatic Aspects in Gastroenterology. 


Group Il. Chest Diseases: 
6. Diagnosis and Modern Medical Treatment of Chronic Dis- 


eases of the Chest. 


Group Ill. Peripheral Vascular Diseases: 


7. Methods of Examination, Differential Diagnosis, and Treat- 
ment. 


Group IV. Pediatrics: 

8. Feeding of Normal Infants and Children. 

9. Disorders of the Gastrointestinal Tract in Children. 

10. Physiological and Clinical Aspects of Diseases of the Kid- 
neys. 

11. Hematologic Disorders of Children. 

12. Disorders of the Heart and Blood Vessels in Children. 

13. Modern Advances in the Surgical Management of the 
Heart and Blood Vessels in Children. 

14. Psychosomatic Problems in Pediatrics. 
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GELATINE IN THE PEPTIC ULCER DIET, a brochure with 
helpful suggestions and recipes is yours free on request. 
Write KNOX GELATINE, Johnstown, N. Y. Dept. GP 


envelope economy size packages. on 
KN 0 X GELATINE U.S.P. Ze 


Gastric 


For years, many leading authorities in the field of peptic ulcer manage- 
ment! have recognized that gelatine, administered orally to these 


patients, causes a significant decrease in the hydrogen ion and pepsin 
content of the gastric juice. 


The use of pure, neutral type gelatine, such as Knox, is advocated? 
at meals and for between-meal feedings for peptic ulcer patients. It fills 
both a dietary and a therapeutic need by satisfying the pangs of hunger 
and reducing the causes of gastric irritation. In bleeding ulcer gelatine 
is reported to have a local hemostatic effect® and is also rich in those 


protein factors which have been shown to be important in the hemato- 
poietic function. 


Knox Gelatine USP is 85% pure protein. Easily taken. Readily 
digested. Economical. A most useful dietary aid in many conditions. 


1. Matzner et al, J. Lab. & Clin. Med. 26:1 Jan., 1941. 
2. Barborka, C. J.: Treatment by Diet, J. B. Lippencott, Phila., 1948, pp. 301. 


3. Bastedo, W. A.: Pharmacology, Therapeutics and Prescription Writing, W. B. 
Saunders, Phila., 5th Ed., 1947, pp. 59. 


Available at grocery stores in 
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Group V. Poliomyelitis: 


15. Symptoms, Diagnosis, and Modern Concepts of Treatment 
of Poliomyelitis. 


Group VI. Allergy: 


16. Allergic Conditions, Fund tals, and Recent Advances. 


Group Vil. Medicine: 


17. Metabolic Di Diabetes, Acidosis, Coma. 
18. Arthritis and Rh toid Di 
Newest Treatment. 


Symptoms, Diagnosis, 


19. The Collagen Diseases: General Discussion. 
20. Diseases of the Blood: Diagnosis and Treatment. 
21. Recent Advances in Treatment of Heart Diseases. 


Group Vill. Surgery: 

22. Diagnosis and Treatment of Neoplasms of the Stomach and 
Duodenum. 

23. Diagnosis and Treatment of Tumors of the Small and Large 
Intestine. 


24. Principles in the Treatment of Fractures. 
25. Diag and Treatment of Acute Head Injuries. 
26. Physiology and Management of Diseases of the Gallbladder. 


Group IX. Dermatology and Syphilology: 
27. Diagnosis and Treatment of C Dermat: 
28. Diagnosis and Treatment of Venereal Diseases. 


Group X. Gynecology: 

29. Endocrine Aspects in Gynecology. 

30. Diagnosis and Treatment of Vaginal Infections. 

31. Diagnosis and Treatment of Malig ies of the Cervix 


and Uterus. 


32. Tumors of the Breast: Important Major Considerations. 


Group XI. Eye, Nose, and Throat: 

33. Recognition and Treatment of C Eye Conditions 
Within the Scope of the General Practitioner. 

34. Diagnosis and Treatment of Diseases of the Accessory 
Nasal Sinuses. 

35. Diagnosis and Treatment of Common Diseases of the Mouth. 


COMMITTEE ON ARRANGEMENTS CHOSEN 


FOR 1952 ASSEMBLY 


At A MEETING of the Executive Committee of 
the Board of Directors in Atlantic City, June 10, 
the General Committee on Arrangements for the 
1952 Scientific Assembly was selected. 

The Committee was appointed following a lunch- 
eon at which the presidents and secretaries of the 
following chapters were guests of the Academy: 
New Jersey, Pennsylvania, New York, Delaware, 
Maryland, and Washington, D. C. 

The General Committee on Arrangements, se- 
lected from the presidents and secretaries from 
states near the site of the 1952 Assembly, includes 


the following: A. F. Trewhella, Chairman, Jersey 
City, New Jersey; Harold A. Tarrant, Vice- 
Chairman, Wilmington, Delaware; I. Phillips 
Frohman, Washington, D. C.; Sherman A. Thom- 
as, Washington, D. C.; H. T. McGuire, New 
Castle, Delaware; E. Irving Baumgartner, Oak- 
land, Maryland; Charles F. O'Donnell, Towson, 
Maryland; T. M. Silverman, Elizabeth, New Jer- 
sey; S. A. Garlan, New York City; Raymond S. 
McKeeby, Binghamton, New York; Benjamin 
Schneider, Danville, Pennsylvania; and Horace W. 


Eshbach, Drexel Hill, Pennsylvania. 


President J. P. Sanders addresses a luncheon meeting of the General Committee on Arrangements for the 1952 Scien- 
tific Assembly, the Executive Committee, and Dr. Joseph Lindner’s Committee on Scientific Assembly. The meet- 


ing was held at Haddon Hall in Atlantic City, June 10. 
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disrrhea was controlled with 


SPECIALLY PROCESSED CAROE FLOUR 


The problem of controlling diarrhea promptly in infants 
and children is quickly solved by Arobon, specially processed 
carob flour. Containing large amounts of pectin and lignin, 
Arobon is soothing, demulcent, and adsorbent. Controlled 
clinical studies? have shown that Arobon produces a 
favorable response in the first 24 hours of therapy and 
usually leads to formed stools in 48 hours. Thus early hydra- 
tion and alimentation by the oral route are possible, enabling 
the patient’s strength to be quickly restored. 


Arobon is indicated in the treatment of acute gastro- 
enteritis and non-specific diarrheas not only in infants and 
children, but also in adults. Palatable and readily accept- 
able, it is easily prepared by simply boiling it in water for 4 
Y% minute. 

1. KaliskiS. (Sept) of Diarrhea with Carob Flour, 


2. Smith, A. E., and Fischer, C. C.: The Use of Carob Flour in the Treatment 
of Diarrhea in Infants and Children, J. Pediat. 35:422 (Oct.) 1949, 
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A HOSPITAL DIAGNOSTIC CLINIC CONDUCTED 


BY GENERAL PRACTITIONERS 


BY J. N. FIDELHOLTZ, M.D. 


Assistant Director, Department of General Practice, Mercy Hospital, Toledo, Ohio 


REPRESENTATIVES of the general practitioners of 
the active staff of Mercy Hospital in Toledo, Ohio, 
at a medical staff meeting in 1948, presented a 
plan for establishing a general practice department 
within the staff organizational structure. Mercy 
Hospital is a 290-bed general hospital, operated by 
the Sisters of Mercy of the Union, a Catholic 
Order. This plan proposed a general practice de- 
partment which would function as an administra- 
tive unit with members holding privileges in the 
clinical services of the hospital, in accordance with 
their individual interests, training, and abilities. 
In addition, the general practice department was to 
be responsible for operating the outpatient depart- 
ment, which was to be designated as the diagnostic 
clinic. The members of this department were to 
staff the diagnostic clinic, seeing all outpatients, 
providing treatment, or referring patients to the 
specialty services when required. Such patients 
would be discharged through the diagnostic clinic 
after treatment in the specialty services. 

Since the Mercy Hospital conducts resident 
training in a number of specialties, including ob- 
stetrics and gynecology, surgery, internal medicine, 
pediatrics, and pathology, there was some concern 
among the specialists as to how the addition of a 
general practice department would affect these 
training programs. However, after discussion, the 
plan, with some modifications, was adopted by the 
staff and approved by the governing board. 

In accordance with this plan, the staff by-laws 
were revised to include a Department of General 
Practice as an administrative unit, this department 
having representatives on the various standing 
committees, including the Credentials Committee. 
The Credentials Committee is responsible for in- 
vestigating the qualifications of all applications for 
staff membership and privileges, and to make rec- 
ommendations to the Executive Committee. 

The general practice department has its own 
committee on standards which investigates the 
qualification of its members for additional privi- 
leges and handles disciplinary matters within the 
department. The representative to the Credentials 
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Committee, therefore, is able to present recommen- 
dations for additional privileges of members, based 
upon his own committee's investigation of the 
members’ qualifications. Under this procedure, the 
general practitioners are encouraged to work to- 
gether to raise their standards of practice and to 
assist in carrying out the administrative functions 
of the hospital. The Executive Committee and the 


The general practice department at Mercy Hospital, 
Toledo, Ohio, functions as an administrative unit 
with members holding privileges in clinical services. 


hospital administrator are relieved of considerable 
administrative detail, and the general practitioners 
have the responsibility for maintaining standards 
and discipline of their own group. The depart- 
ment also has a program for providing training and 
experience under supervision for members who in- 
dicate a desire for such training. The specialists’ 
divisions co-operate in this program. 


Functions of the General Practitioner 


As now established, one member of the general 
practice department is appointed Director of the 
Diagnostic Clinic. Two members of the department 
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Successful therapeutic results with VERATRITE in essential hypertension are 
measured in terms of a fall in blood pressure, effective relief of symptoms 
and rehabilitation of the patient to a useful, productive life. 

The most significant effects of VERATRITE are circulatory improvement 
and a new sense of well-being for the patient. Furthermore, Veratrite 
exhibits a wide range of therapeutic safety and a prolonged length of 
action without serious side-effects, due to its content of whole-powdered 
veratrum viride, Biologically Standardized. 


Supplied: Bottles of 100,500, 1000 at prescription pharmacies everywhere. 


ECONOMY IS AN IMPORTANT ADVANTAGE OF VERATRITE THERAPY 


Each VERATRITE Tabule contains: 
Veratrum Viride 3 Craw Units* 
Sodium Nitrite 

Phenobarbital 

Beginning Dose: 2 tabules t.i.d., after 
meals. 


*Biologically Standardized for toxicity by the 
Craw Daphnia Magna Assay. 


IRWIN, NEISLER & COMPANY & DECATUR, ILLINOIS 
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are assigned to duty in the Diagnostic Clinic at all 
times. The general practitioners on duty are re- 
sponsible for taking care of all patients coming to 
the Diagnostic Clinic, including histories, exami- 
nations, diagnosis, treatment, or referral to a spe- 
cialty service. 

This clinic is maintained for medically indigent 
persons. Patients are referred to the clinic by ac- 
credited social welfare agencies or practicing physi- 
cians. Each patient is given a card authorizing 
diagnosis or treatment at this clinic to avoid abuse 
of the free services available. During 1948, the 
first year of operation, 159 cases were treated at 
the clinic; in 1951 the number of cases had in- 
creased to 2,753. Approximately 77 per cent of the 
patients were referred to specialty clinics after 
initial diagnosis by the general practitioners in the 
Diagnostic Clinic. All these patients were returned 
to the Diagnostic Clinic after treatment for dis- 
charge or for follow-up treatment. 

Another function of the general practitioner in 
the Diagnostic Clinic is to teach the interns both 
the science and art of medicine, and to some extent 
the economics of medical practice. Interns work 
very closely with the general practitioners on duty 
in the Diagnostic Clinic, thus acquiring practical 
experience in handling patients, making diagnosis, 
and determining the need for referral to special- 
ists for specific treatment. 

On the inpatient services, interns are assigned to 
one general practitioner who acts as his instructor 
and advisor under the supervision of the chief of 
the particular clinical service. Together they fol- 
low the course of any patient assigned as an in- 
patient of the hospital until the patient is dismissed 
through the Diagnostic Clinic. Residents may also 
participate in the Diagnostic Clinic to gain experi- 
ence in physical examinations and diagnosis. 

At the present time there are 56 general prac- 
titioners on the staff of Mercy Hospital. This plan 
of integration of general practitioners has proved 


USE OF ANTIBIOTICS 


very satisfactory. The specialists are devoting their 
time to cases requiring specialized knowledge and 
skills, the general practitioners are participating 
in the administration of the hospital, as well as as- 
sisting in providing medical care to patients com- 
ing directly to the hospital's Diagnostic Clinic, and 
they have privileges to provide complete medical 
care to their own patients needing hospitalization. 
The hospital is better able to fulfill its function as 
a community institution for the care of the sick 
and injured with a staff of specialists and general 
practitioners working together to render a high 
quality of medical services. 

The American Academy of General Practice’s 
Manual on General Practice in Hospitals, as _re- 
vised in 1951, recommends that the general prac- 


On the inpatient service, interns are assigned to 
one general practitioner who acts as an instructor 
under supervision of chief of clinical service. 


tice department be responsible for the hospital's 
diagnostic clinic, and suggests a plan similar to the 
one in operation at Mercy Hospital. 


In a good editorial in the March, 1951, number of Surgery, Gynecology and Obstetrics, Frank 
L. Meleney pleads for more use of the bacteriologic laboratory when a patient is suffering from 
some infection. He objects to the blind and unintelligent pumping into the patient of anti- 
biotics, one after the other, or all together as a “shotgun” mixture. He thinks, and others have 
thought, that it would be much better first to send a bit of pus to the laboratory to see what 
the organism is. Then it can be hit hard by the appropriate drug. 
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When the diet 


is deficient in vitamins 


THERAGRAN Offers your patients the 
clinically proved, truly therapeutic 
“practical” vitamin formula* recom- 
mended by Jolliffe. (Jolliffe, Tisdall 
& Cannon: Clinical Nutrition, New 
York, Hoeber, 1950, p.634.) 


SS 


THERAGRAN supplies all of the vita- 
mins indicated in mixed vitamin 
therapy in the carefully balanced, high 
dosages needed for fast recovery from 
mixed deficiencies. 


Each Theragran Capsule contains: 


1,000 U.S.P. Units 
Thiamine Hydrochloride ..... 10 mg. 
Winelmamife .. «ccc 150 mg. 
Ascorble Acid 1. . 150 mg. 


Bottles of 30, 100 and 1000 
®Thiamine content raised to 10 mg. 


When you want truly therapeutic dosages specify... 


THERAGRAN 


for therapy... 


and correct the patient’s diet 


SQUIBB 


NEWS FROM THE 


STATE CHAPTERS 


On SEPTEMBER 10 and 11 in Houston, the Texas 
chapter will present its second annual Scientific 
Assembly. The guest speakers include Karl A. 
Menninger, M.D., Topeka, Kansas, Philip Tho- 
rek, M.D., Chicago, Illinois, Franklin B. Peck, 
M.D., Indianapolis, Indiana, Carl A. Moyer, M.D.., 
Dallas, Texas, Andrew A. Marchetti, M.D., 
Washington, D. C., Edward F. Hartung, M.D., 
New York City, Truman G. Blocker, M.D., Gal- 
veston, Texas, George E. Burch, M.D., New Or- 
leans, Clive Johnson, M.D., Fort Worth, and J. 
Peyton Barnes, M.D., James A. Greene, M.D., and 
Everett R. Seale, M.D., all of Houston. Dr. J. P. 
Sanders, president of the national Academy, will 
present an address at the opening exercises, and 
Mr. Mac F. Cahal, executive secretary, will address 
the members at a luncheon meeting. Besides the 
lectures, the program includes technical and scien- 
tific exhibits. 

The third annual Scientific Assembly of the 
New York chapter will be held October 29, 30, 
and 31 in New York City. Outstanding speakers 
will present symposia on ACTH and Cortisone, 
Newer Therapy, Cancer, Functional Disturb- 
ances, Nutritional and Metabolic Disorders, and 
Everyday Practical Procedures; each symposium 
will be followed by a forum discussion. Dr. Wal- 
ter C. Alvarez, editor of GP, Dr. R. B. Robins, 
president-elect of the national Academy and vice- 
president of the A.M.A., and Dr. J. P. Sanders, 
president of the national Academy, will serve as 
chairmen for three of the sessions. 

On May 22 to 24, the Mlineis State Medical 
Society held its annual meeting in Chicago. 

The 37th Annual Clinical Congress of the 
American College of Surgeons will be held No- 
vember 5 to 8 in San Francisco. 

Dr. Stanley Alderson and Dr. Joseph Cornell 
were guest speakers at a recent meeting at Sara- 
toga Springs of the Saratoga County (New York) 
chapter. 

A midsummer seminar entitled Therapeutic 
Pearls will be presented by the King County 
(Washington) chapter, August 24. The program, 
which features outstanding speakers, will be held 
at the New Medical Dental Building in Seattle. A 
banquet will follow the scientific session. 
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The New Haven (Connecticut) chapter held a 
meeting recently in Wallingford. Dr. Mario G. 
Conte of New Haven is president, and Dr. Richard 
B. Elgosin of Hamden is secretary-treasurer. 

Dr. Leland S. Evans was recently installed as 
president of the New Mexico Medical Society 
during the Sixty-ninth Annual Session of the So- 
ciety. Dr. Evans is a member of the New Mexico 
chapter of the Academy. 

The Medical Society of the State of Pennsyl- 
vania will meet in Pittsburgh, September 17 
through September 20. 

The Massachusetts Academy of General Prac- 
tice is co-operating with the Massachusetts Medi- 
cal Society and the three medical schools in Boston 
(Harvard, Tufts, and Boston University) to de- 
velop a co-ordinated postgraduate program for 
Massachusetts and adjacent areas. Other organiza- 
tions participating in the program are the state di- 
visions of the American Heart Association, the 
American Cancer Society, the National Infantile 
Paralysis Foundation, the Arthritis and Rheuma- 
tism Foundation, and the Tuberculosis and Health 
League. The Massachusetts Academy has con- 
tributed $500 to the initial financing of the pro- 
gram. Courses will be made available to all physi- 
cians in the New England area. 

Through a grant from the Commonwealth 
Fund of New York to the University of Colorado 
and the City of Denver, a general medical service 
clinic for indigent patients will be established at 
the Denver General Hospital. The clinic will be 
staffed by general practitioners, and will be or- 
ganized so that one doctor will be in charge of 
each case. The University of Colorado School of 
Medicine plans to utilize the outpatient clinic for 
training interns and residents in the field of gen- 
eral medicine. 

The Franklin County (Ohie) Academy of Gen- 
eral Practice and the College of Medicine, Ohio 
State University are jointly sponsoring a series 
of general practice seminars. On September 9, 
the Principles of Maintaining Nutrition and 
Electrolyte Balance in Disease States will be di- 
rected by Robert M. Zollinger, M.D.; on Septem- 
ber 23, Dr. Charles W. Pavey will direct Man- 
agement of Obstetrical Emergencies. The follow- 
ing month’s schedule is as follows: Cancer Detec- 
tion on October 7, directed by Arthur G. James, 
M.D., and on October 21, Newer Methods in the 
Diagnosis and Treatment of Thyroid Problems, 
directed by George Curtis, M.D. 

During the remainder of this year, the Medi- 
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Therapeutic dosages 
give therapeutic results 


“...recovery from a nutritional defi- 
ciency is usually retarded if one 
depends only upon the vitamins sup- 
plied in food.” (Spies and Butt in 
Duncan: Diseases of Metabolism, 
ed. 2, Phila., Saunders, 1947, p.495) 


When you want all of the vitamins indicated in 
mixed vitamin therapy in the necessary high dosages 
... specify THERAGRAN 


Each Theragran Capsule contains: 


2. 25,000 U.S.P. Units 
Thiamine Hydrochloride .... . 10 mg. 


Bottles of 30, 100 and 1000 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB **THERAGRAN’* = T, M., E. R. SQUIBB & SONS 
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UNDERSTANDING 
EXPERIENCE 
INTEGRITY 


Your Group Plan of Income Protection sponsored by 
the American Academy of General Practice gives you 
extra value because of the integrity and service behind | | 


its administration and because of the experience and AMERICA’S No. 1 
ACCIDENT & SICKNESS 
INSURANCE COMPANY 
Yes, 


understanding of the Company underwriting it. 


you get much more than just a policy when you enroll 
in your A. A. G. P. Plan. 


CONTINENTAL 
Administered by CASUALTY COMPANY 


PROFESSIONAL MEN’S INSURANCE AGENCY, INC. 


1509 Continental Building 


Saint Louis 8, Missouri YOUR PLAN 
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cal School of the University of Louisville, the 
Kentucky State Medical Association, and the 
Kentucky Academy of General Practice are spon- 
soring a number of short refresher courses for all 
physicians in the state. The first meeting, a two- 
day scientific session, was held in Louisville, June 
4 and 5. Further information is obtainable from 
Herbert L. Clay, Jr., M.D., Director, Post Grad- 
uate Refresher Training, University of Louisville 
School of Medicine, 323 East Chestnut Street, 
Louisville. 

The third annual postgraduate course on psy- 
chiatry for the general practitioner was presented 
at the University of Colorado Medical Center, 
July 26 through July 28. Guest lecturer was Dr. 
Burtrum C. Schiele, professor of psychiatry at the 


1952 ASSEMBLY TIME WILL 


Bermupa! The magic “Land of Perpetual Spring” 
can be your destination on a postconvention tour 
from the 1952 A.A.G.P. Scientific Assembly in 
Atlantic City next March. Eight days in the sun- 
drenched coral islands have been planned for you 
by the Lee Kirkland Travel Agency of Kansas 
City, which handled the special tour to the Hawai- 
ian Islands following the 1951 meeting in San 
Francisco. 

This will be the ideal time to take that long 
dreamed-of trip to Bermuda with a minimum of 
planning and tiresome detail. All arrangements, 
including transportation from Atlantic City via 
New York, transfer of luggage, reservations, taxes, 
tours, and tickets for special functions will be 
taken care of by the Kirkland Agency. 

Three different itineraries have been planned. 
After arrival in New York March 27 by first-class 
transportation, the roundtrip to the islands may 
be completed on the luxurious liner, Queen of 
Bermuda, sailing the afternoon of March 29 and 
arriving in Bermuda the morning of March 31. 
The return voyage begins the afternoon of April 
9, weighing anchor in New York on the morning 
of April 11. 

For a more limited time schedule you may elect 
to return by air, arriving at the Biltmore Hotel in 
New York on the evening of April 9. The third 
tour will depart by air March 29, landing in Ber- 
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BE TRAVEL TIME 


University of Minnesota. The teaching staff in- 
cluded twenty-four members of the faculty of the 
University of Colorado School of Medicine. 

The University of Washington School of Medi- 
cine conducted a postgraduate course in Obstetrics, 
August 6 to 10. The course was intended primarily 
for physicians in the general practice of medicine. 

A breakfast in honor of Dr. R. B. Robins, vice- 
president of the American Medical Association, 
and the past vice-presidents, president-elect, and 
ofhicers of the A.M.A. was held June 12 in Atlan- 
tic City during the 1951 A.M.A. convention. 

Dr. Robins was guest speaker at the annual 
Installation Luncheon of the Jackson County Med- 
ical Society held June 29 in Kansas City, Mis- 
souri. 


muda that afternoon, with a return flight sched- 
uled for April 9. Thus, you may enjoy two addi- 
tional days in Bermuda. 

A four-day extension trip to Nassau, “The 
Crown Jewel of the Bahamas,” is available for 
those who wish to continue their island tour. The 
flight from Bermuda to Nassau’s famed Fort Mon- 
tague Hotel will be made April 9, returning to 
New York on April 13. 

The Elbow Beach and Surf Club, Bermuda's 
only ocean-side hotel, has been chosen as vacation 
headquarters for visiting Academy members. 

Guided sightseeing in British autos will assure 
a visit to all of Bermuda’s famed points of interest: 
the Aquarium, Devil’s Hole, Crystal and Leaming- 
ton Caves, the sea gardens, St. George's to see 
the Gombey dancers, and, of course, to the Hamil- 
ton waterfront shops to browse for British treas- 
ures. 

Although it is too early to make definite reser- 
vations, it would be helpful if the Academy could 
obtain, within the next six weeks, a general idea 
of how many people may be expected to make 
the trip. The tentative cost of the Bermuda tour is 
approximately $400 per person, including all ex- 
penses. 

If you are interested, drop a note to Mr. Mac 
F. Cahal, Executive Secretary. 406 West Thirty- 
fourth Street, Kansas City 2, Missouri. 
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VERILOID-VPM 


VeRILoID PHENOBARBITAL MA ANNITOL HEXANITRATE 


When Side Actions 


Are An Obstacle to Balance 


For the patient who exhibits low tolerance to Veriloid or in whom dosage regulation has 
proved difficult, Veriloid-VPM usually makes possible adequate therapy with virtual freedom 


from side actions. 

This combination of Veriloid (2 mg.), phenobarbital (15 mg.), and mannitol hexanitrate 
(10 mg.) is indicated in the treatment of all forms of hypertension, regardless of severity. It 
combines the potent hypotensive action of Veriloid—a unique fraction of Veratrum viride— 
the sedative influence of phenobarbital, and the vasodilating effect of mannitol hexanitrate. 
Veriloid-VPM broadens the scope of hypotensive therapy, enabling many more patients to 
benefit from this outstanding hypotensive agent. 

The average dose of Veriloid-VPM is one to one and one-half tablets 
four times daily, after meals and at bedtime. See brochure (available 
on request) for complete details on dosage and administration. Avail- 
able on prescription only in bottles of 100, 500 and 1,000. 


RIKER LABORATORIES, INC. 


8480 BEVERLY BLVD., LOS ANGELES 48, CALIFORNIA 


*Trade Mark of Riker Laboratories, Inc, 
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COMMITTEES 


Executive Committee: W. B. Hildebrand (Chairman), 
216 Main Street, Menasha, Wisconsin; U. R. Bryner, 
Salt Lake City, Utah; Fred M. Humphrey, Fort Collins, 
Colorado; J. P. Sanders, Shreveport, Louisiana. 


Finance Committee: U. R. Bryner (Chairman), 508 
East South Temple Street, Salt Lake City, Utah; Ivan C. 
Heron, San Francisco, California; James G. Simmons, 
Fitchburg, Massachusetts. 


Commission on Hospitals: John O. Boyd, Jr. (Chair- 
man), 820 South Jefferson Street, Roanoke, Virginia. 
Term expires 1954; Stanley Hardy, Las Vegas, Nevada; 
Charles Martin, St. Louis, Missouri; Lauriston L. Keown, 
Baltimore, Maryland. Term expires 1953: John R. Bender, 
Winston-Salem, North Carolina; Frederic Ewens, Man- 
hattan Beach, California; Harry R. Mendelsohn, Cincin- 
nati, Ohio. Term expires 1952: E. P. Hall, Jr., Fort 
Worth, Texas; L. T. Henderson, Detroit, Michigan; Paul 
S. Read, Omaha, Nebraska. 


Commission on Education: Merrill Shaw (Chairman), 
1532 East McGraw Street, Seattle, Washington. Term 
expires 1954: Fount Richardson, Fayetteville, Arkansas; 
E. L. Bernhart, Milwaukee, Wisconsin; Louis H. Weiner, 
Philadelphia, Pennsylvania. Term expires 1953: M. B. 
Casebolt, Kansas City, Missouri; Richard A. Mills, Fort 
Lauderdale, Florida; Francis T. Hodges, San Francisco, 
California. Term expires 1952: Lester D. Bibler, Indian- 
apolis, Indiana; Andrew S. Tomb, Victoria, Texas; John 
F. Mosher, Coeymans, New York. 


Publication Committee: Arthur N. Jay (Chairman), 
3233 North Meridian Street, Indianapolis, Indiana; U. 
R. Bryner, Salt Lake City, Utah; Herbert L. Hartley, 
Seattle, Washington; A. R. Marsicano, Columbus, Ohio; 
Stanley R. Truman, Oakland, California. 


Commission on Legislation and Public Policy: R. B. 
Robins (Chairman), 111 Van Buren, Camden, Arkan- 
sas. Term expires 1954: W. R. Stovall, Washington, D. 
C.; Charles L. Farrell, Pawtucket, Rhode Island; W. A. 
Sams, Marshall, North Carolina. Term expires 1953: J. 
S. DeTar, Milan, Michigan; Norman R. Booher, Indian- 
apolis, Indiana; Cyrus Anderson, Denver, Colorado. Term 
expires 1952: James D. Hagood, Clover, Virginia; H. 
Kenneth Scatliff, Chicago, Illinois; William J. Shaw, 
Fayette, Missouri. 


Commission on Membership and Credentials: Murland 
F. Rigby (Chairman), 20 College Street, Rexburg, Idaho. 
Term expires 1954: Edwin H. Fenton, Detroit, Michigan; 
James Murphy, Fort Worth, Texas; John F. Kilgus, Jr., 
Litchfield, Connecticut. Term expires 1953: Ma!com 
Phelps, El Reno, Oklahoma; Daniel Beltz, Los Angeles, 
California; R. C. McElvain, St. Louis, Missouri. Term 
expires 1952: Norris M. Beasley, Fort Lauderdale, Florida; 
Clyde W. Miller, Wichita, Kansas; Robert W. Kullberg, 
Portland, Oregon. 
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Committee on Scientific Assembly: John 


Lindner 
(Chairman, term expires 1953), 3405 Clifton, Cincinnati, 
Ohio. Term expires 1954: Merlin Newkirk, South Gate, 
California; John F. Mosher, Coeymans, New York. Term 
expires 1953: Andrew S. Tomb, Victoria, Texas. Term 
expires 1952: E. I. Baumgartner, Oakland, Maryland; T. 
E. Rardin, Columbus, Ohio. 


Building Committee: John R. Fowler (Chairman), 125 
Main Street, Spencer, Massachusetts; U. R. Bryner, Salt 
Lake City, Utah; W. A. Buecheler, Syracuse, New York; 
M. B. Casebolt, Kansas City, Missouri; H. T. Jackson, 
Fort Worth, Texas; Charles Nelson, San Francisco, Cali- 
fornia; M. C. Wiginton, Hammond, Louisiana. 


Constitution and By-Laws Committee: T. E. Robin- 
son (Chairman), 1086 East 21st Street South, Salt Lake 
City, Utah; David H. James, Memphis, Tennessee; S. A. 
Garlan, New York City; Thomas V. Gudex, Louisville, 
Kentucky; James A. Cosgriff, Olivia, Minnesota; William 
M. Sproul, Des Moines, Iowa. 


Medical Coordinating Committee: W. L. Pressley 
(Chairman), Due West, South Carolina; W. H. Ander- 
son, Boonville, Mississippi; A. L. Ritt, St. Paul, Minne- 
sota; E. Paul Knotts, Denton, Maryland; W. H. Wal- 
ton, Belleville, Illinois. 


Committee on Rural Health: D. G. Miller, Jr. (Chair- 
man), Morgantown, Kentucky; Carroll B. Andrews, So- 
noma, California; Albert R. Bush, Hawkinsville, Georgia; 
Norman H. Gardner, East Hampton, Connecticut; John 
Paul Jones, Camden, Alabama; Allen T. Stewart, Lub- 
bock, Texas; Alonzo P. Peeke, Volga, South Dakota. 


Committee on Liaison with Blue Shield Medical Care 
Plans and Medical Insurance: T. Eric Reynolds 
(Chairman), 431 30th Street, Oakland, California; H. K. 
Scatliff, Chicago, Illinois; D. B. Barber, Alexandria, Lou- 
isiana; Walter Porteous, Franklin, Indiana; Arthur J. 


Offerman, Omaha, Nebraska. 


Committee on State Officers Conference: Francis T. 
Hodges (Chairman), 516 Sutter Street, San Francisco, 
California; S. A. Garlan (Secretary), New York City. 


General Committee on Arrangements for 1952 Sci- 
entific Assembly: A. F. Trewhella (Chairman), 376 Fair- 
mount, Jersey City, New Jersey; Harold A. Tarrant 
(Vice Chairman), Wilmington, Delaware; I. Phillips 
Frohman, Washington, D. C.; Sherman A. Thomas, 
Washington, D. C.; H. T. McGuire, New Castle, Dela- 
ware; E. Irving Baumgartner, Oakland, Maryland; Charles 
F. O'Donnell, Towson, Maryland; L. T. Silverman, Eliz- 
abeth, New Jersey; S. A. Garlan, New York City; Ray- 
mond S. McKeeby, Binghamton, New York; Benjamin 
Schneider, Danville, Pennsylvania; Horace W. Eshbach, 
Drexel Hill, Pennsylvania. 


‘ 
j 
q 
F 
Bs 
139 


\ 

( 

\ \ \ \ ( \ 
N | \\ \\ \ : \ | 


Numberless instances of chronic, recurrent, painful 
involvement of the periarticular tissues represent 
stages of gouty arthritis; a therapeutic test with 
colchicine will frequently disclose the nature of the 
disease and open the door to specific therapy. 


Cinbisal provides colchicine (0.25 mg.) for spe- 
cific action against the gouty process; sodium 
salicylate (0.3 Gm.) for effective relief of pain; 
ascorbic acid (15 mg.) to replace vitamin C lost 
during salicylate therapy. 


Fibrositis of Gouty Origin... 


CINBISAL 


FOR THERAPEUTIC TEST AND MANAGEMENT OF GOUTY STATES 


DOSAGE - IN ACUTE CASES—medical management 
includes two tablets Cinbisal (representing colchi- 
cine 0.5 mg. and sodium salicylate 0.6 Gm.) every 
hour until pain is relieved, unless gastrointestinal 
symptoms appear. (Eight to ten doses are usually 
sufficient. ) 


TO PREVENT RECURRING ATTACKS—one or two 
tablets every four hours. 


SUPPLIED— Bottles of 100 and 1000 tablets. 
(Engestic® coated green.) Samples on request. 


LABORATORIES, INC., PHILADELPHIA 32, PA. 
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TO GET TO SLEEP... THEN =STAY ASLEEP 


TRADEMARK 


PENTOBARBITAL + PHENOBARBITAL 


A NEW TWANTACTION SEDATIVE 


UNIQUE 
CONSTRUCTION 
Each TWIN-BARB* tablet has an enteric-coated nucleus 
of phenobarbital (2 gr.), surrounded by a shell of 
pentobarbital sodium (12 gr.). 


SE Brin ON : TWIN-BARB thus provides the immediate sedative effect 


of pentobarbital, followed by the sustained action of 

PENTOBARBITAL phenobarbital, once the enteric coating has dissolved. 

LK aenen In this manner, TWIN-BARB eliminates the danger of 

, initial excitement due to phenobarbital, and assures 


es the patient of prompt and prolonged sedation and 
FOR SUSTAINED : 
ACTION restful sleep. 


WELCOMED Distinctive color and sugar coating contribute to 
BY g.. i ready acceptance of TWIN-BARB tablets, even by the 
PATIENTS ia i disheartened insomniac. 


SUPPLIED: Bottles of 100, 500, and 1,000 round, blue 
tablets. TWIN-BARB is also available in reduced- 
strength, oblong, gray tablets (2 gr. phenobarbital; 
gr. pentobarbital sodium). 


*Trademark of B. F. Ascher & Co., Inc. 


Hh lh, B. F. ASCHER & CO., INC. Ethical Medicinals KANSAS CITY, MO. 
With 
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Success 


Similac, by providing 50 mg. ascorbic acid to the reliquefied quart, can 
successfully assist in the protection of the infant not only against scurvy 
but also against serious hematopoietic deficiencies. Behind this “‘success 
story” are some pertinent facts :! 


1. Clinically, megaloblastic anemia in infants is often associated 
with vitamin C deficiency. 


2. Experimentally, if vitamin C was inadequate for long periods, 
the test diets all resulted in megaloblastic anemia. 


38. Because deficiency of vitamin C leads to a disturbance in folic 
acid metabolism. 


4. No cases of megaloblastic anemia have been known to cccur 
among infants fed vitamin C-fortified Similac. 


5. Similac is so formulated “as to insure an adequate intake of 
vitamin C without supplementation...” 


In content of vitamin C and other protective factors, 


there is no closer equivalent 


to human breast milk than ~ IM I ¥4 AC 


for full term and premature infants 
from birth to birthday 


1. May, C. D.; Nelson, E. N.: Lowe, C. U.: and Salmon, 
407 R. J.: Am, J. Dis. Child, 80:191 (Aug.) 1950. 


SIMILAC DIVISION - M & R LABORATORIES «+ Columbus 16, Ohio 
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will take “‘what the doctor orders” 


... when you prescribe high potency lipotropic therapy 
in the form of pleasant-tasting WyYCHOL syrup. 


WYCHOL provides large doses of choline (3 Gm. 
choline base per tablespoonful) in synergistic combina- 
tion with inositol (0.45 Gm.) in an unusually palatable 
raspberry-like flavored syrup. It invites the sustained 
adherence to the prescribed dietary regimen which is 
so important to therapy. 


SUPPLIED: bottles of 1 pint. 


Also available for supplementary and supportive therapy while 
the patient is away from home, Capsules WYcHOL: Bottles of 100. 


WYCHOL 


CHOLINE AND INOSITOL WYETH 


Wyeth Incorporated, Philadelphia 2, Pa. 
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v¢ HEN a new and different antihistaminic provides the greater convenience 
and economy of fewer doses—plus excellent results, and a generally low 
incidence of side-effects—the medical profession is quick to adopt it. That's 
why, this season, more hay fever patients will enjoy the advantages of 
D1-PARALENE Hydrochloride (Chlorcyclizine Hydrochloride, Abbott). 

Di-PARALENE, with a piperazine base, is outstanding for the prolonged 
relief afforded by a single dose—ranging from 8 to 24 hours, and sometimes 
longer. The initial adult dose is 50 mg. 3 times daily, and in most cases this 
may soon be reduced to one or two doses daily. Taken at bedtime, a single 
dose may afford relief throughout the night; and often, no additional dosage 
is required until the following night. 

A product of low toxicity, Di-PARALENE has relatively few and compara- 
tively mild side-effects. The most commonly experienced is drowsiness, and 
according to clinical reports of more than 500 cases this reaction occurs in 
only 5 to 10 percent of the cases. Remember Di-PARALENE Hydrochloride for 
prolonged relief with few side-effects. At prescription phar- 


macies in 5O mg. and 25 mg. tablets in bottles of 100 and 500. Obbett 


Ruth Ray 


SEND FOR LITERATURE—Just write ‘“‘DI-PARALENE Literature” 
on your prescription blank and mail to Abbott Laboratories, 


North Chicago, Illinois. 


SPECIFY 
Abbott’s LONGER-ACTING Antihistaminic 


hydrochloride 


(CHLORCYCLIZINE HYDROCHLORIDE, ABBOTT) 


POURS allergy 
== 

0 24 from a single dose 

WE \ 
TRADE MARK 4 


© 


you wall have an opp. 
to “APLY in = 
the treatment of chronic cystit 
threaccned abortion, 
functional uterine bleeding, 
cry ptorchidism, 
impotence, 
anid Prohlich’s syndrome. 
a choice of “APLZin 
ary form and in sterile solutions 


Ayers, McKenna & Harrison Limited 
goth Street, New York 16, N.Y. 
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combined cured and improved 
rate of 95% has been obtained.' 


Also indicated in 


HOFFMANN-LA ROCHE INC + ROCHE PARK +» NUTLEY 10+ NEW JERSEY 


finea capitis 
“More effective in ringworm 


of the scalp than any other 
topical agent.” 


tinea pedis 


In “athlete’s foot” a 


tinea corporis 
tinea cruris 

tinea versicolor “broad antifungal spectrum 
tinea of the nails 


‘Ms! 


5% tincture ... ointment... powder... 
sprayed, applied with cotton or dusted on Roche 


-..good cutaneous tolerance.” 


1. Stritzler, C.; Fishman, I. M., and Laurens, S.: 
Transactions New York Acad. Se., 13:31, Nov., 1950. 


ASTEROL DIHYDROCHLORIDE ‘ROCHE’=BRAND OF DIAMTHAZOLE DIHYDROCHLORIDE 
ETHOXY)-BENZOTHIAZOLE OIHYDROCKLORIDEL 


GP @ Volume IV, Number 2 


i | 
* 
eee 


C BURNS 


| REQUIRE FLUIDS 
SUPPORTIVE MEASURE 


The most practical way to supply a proper diet in 
atomic burns is to make the main diet liquid.’ 

Sweetened carbonated beverages contain an average of 
100 calories per eight ounces. They may pleasantly supple- 
ment the caloric intake of the liquid diet because the invert 
sugar content is easily assimilated. 

For emergency liquid ration, bottled carbonated bever- 
ages are Safe because the action of carbon dioxide is both 
bacteriostatic and fungicidal to many pathogenic organisms. 
Their preparation is accurately controlled in accordance 
with strict chemical and bacteriological standards. 


“SURVIVAL UNDER ATOMIC ATTACK”, the official U.S. 
Government booklet states that radioactivity that passes 
through the walls of a house can go right through canned 
and bottled foods. “However”, states this brochure, “this 
will not make them dangerous, and will not cause them to 
spoil. Go ahead and use them provided the containers are 
not broken open” 

Intact packaged food items such as bottled carbonated 
beverages in areas affected by radiation, it has authorita- 
tively been stated, may be easily decontaminated by 
thorough washing of the outside of the package with one 
of the many common washing detergents on the market.” 


THE NATIONAL ASSOCIATION 
OF THE BOTTLED 
SOFT DRINK INDUSTRY 


1. Lund, C. C.: The Treatment of Atomic Burns II 
1950. P. 44. 


2. Rust, J. H.: The Effect of Atomic Bombing on Food Supplies, pre- 
sented before the Association of Military Surgeons of the United 
States, Nov. 10, 1950. (To be published in THE MILITARY SURGEO \) 


AMERICAN 
BOTTLERS 
CARBONATED 
BEVERAGES 


AMERICAN BOTTLERS OF CARBONATED BEVERAGES 
WASHINGTON 6, D. C. 
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DEXTROGEN: 


Ready to use and in liquid form, Dextro- 
gen is a concentrated infant formula, 
made from whole milk modified with 
dextrins, maltose, and dextrose. In addi- 
tion, it is fortified with iron to compen- 
sate for the deficiency of this mineral in 
milk. Diluted with 1% parts of boiled 
water,* it yields a mixture containing proteins, fats and 
carbohydrates in proportions eminently suited to infant 
feeding. In this dilution it supplies 20 calories per ounce. 


The higher protein content of normally 

diluted Dextrogen—2.2% instead of 

1.5% as found in mother’s milk— 

satisfies every known protein need of the 

rapidly growing infant. Its lower fat con- 

tent makes for better tolerability and 

improved digestibility. 
Dextrogen serves well whenever artificial feeding is indi- NOTE WOW SIMPLE 
cated, and is particularly valuable when convenience in ——— 

All the mother need do 


. : : is pour the contents of 
formula preparation is desirable. the Dextrogen can into 


*Applicable third week and thereafter; 1:3 for first week, 1:2 for second week. oe Lae at 


ill with previously 


THE NESTLE COMPANY, INC. 


to ft 
COLORADO SPRINGS, COLORADO 
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restoring and appetite-stimulating effects. 


For the elderly patient, the benefit of a good tonic is not entirely limited to its tone- 


Most physicians know how much the little ritual of taking each pre-meal dose of 
Eskay’s Neuro Phosphates or Eskay’s Theranates can brighten ‘“‘the endless, daily, 


dull routine” of the elderly patient’s life. 


And—of great importance—“his tonic” is an ever-present symbol of the reassuring 
and comforting fact that he is “‘in the care of his physician’. 


You will find that Eskay’s Neuro Phosphates and Eskay’s Theranates fulfill the 
function of good tonics, whether physiologic or equally sound psychologic reasons 
dictate their use. Both are available on/y in 12 fl. oz. bottles. 


Smith, Kline e> French Laboratories, Philadelphia 


Eskay’s Neuro Phosphates" a palatable and effective tonic 


Each adult dose, 2 fluid drams (2 teaspoonfuls), 
contains: 


10 per cent 
Strychnine glycerophosphate, anhydrous ._ 1/64 grain 
Sodium glycerophosphate ........ 2 grains 
Calcium glycerophosphate ...... 2 grains 
Phosphoric acid, 75% ........ 1.7 minims 


Eskay’s Theranates” 


the formula of famous Neuro Phosphates, 
plus Vitamin B, (0.75 mg. each adult dose) 


*T.M. Reg. U.S. Pat. Off. 
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When treating 


120 Taguers « 0.25 Ge 


AMINE MAN! 


@ Itis quickly effective against the most com- 
mon urinary pathogens. 

@ Organisms seldom, if ever, develop resist- 
ance to this drug. 

@ Supplementary acidification unnecessary 
(except where urea-splitting organisms such 
as B. proteus occur). 

@ Itis exceptionally well tolerated—such com- 
plications as gastric upset, skin rashes, blood 
dyscrasias, or monilial overgrowth are un- 
likely to occur. 

@ No dietary or fluid restrictions are required; 
simply administer 3 or 4 tablets t.i.d. 

@ The comparatively low cost of MANDEL- 
AMINE* lessens the probability of com- 


plaints from patients about the high cost of 
medication. 


Suggested for use in the management 
of cystitis, pyelitis, pyelonephritis, 
prostatitis, nonspecific urethritis, 
and infections associated with neuro- 
genic bladder and urinary calculi, as 
well as for pre- and postoperative 
prophylaxis in urologic surgery. 
Supplied as enteric-coated tablets in 
bottles of 120, 500, and 1000. Com- 
plete literature and samples to physi- 
cians on request. 


NEPERA CHEMICAL CO., INC. 


NEPERA PARK, YONKERS 2, N. Y. 


*MANDELAMINE is the registered trademark of Nepera 
Chemical Co., Inc., for its brand of methenamine mandelate. 
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YOU WON’T OUTGROW 
THESE X-RAY UNITS! 


Horizontal Bucky Table — This is the simplest, the basic 
Maxicon unit. Practical for use in straight radiography, it 
can later be upgraded to provide one of many units to ex- 
pand your facilities. 


New Dual-Position Table — One of your many choices may 
be this unit for radiography and fluoroscopy with either a 
25 or 100 ma generator. Its “tip-up” top permits vertical 
as well as horizontal patient positioning. 


Single-Tube Combination— Another Maxicon unit acquired Motor-Tilt Combination — The ultimate in Maxicon units 
by augmenting the basic table. The table-mounted tube gives you foot-pedal controlled tilting. Complete radi- 
stand is a part of the table — angulates with it — is the ographic and fluoroscopic service is afforded by the inde- 
only one that permits straight-line tube positioning. In- pendent tube stand, fluoroscopic carriage and screen unit, 
stantly converted from radiography to fluoroscopy. two rotating anode tubes and a 200-ma generating unit. 


The MAXICON provides just the x-ray facility required 
--.-unit by unit as needed 


There’s small chance that your professional progress the Maxicon. Ask for literature on the units illustrated 
will obsolete your x-ray apparatus — /f it’s a Maxicon. _ or the complete Maxicon line. See your GE x-ray rep- 
The popular component construction of this excep- resentative, or write X-Ray Dept., General Electric 


tional line of diagnostic equipment lets your x-ray | Company, Milwaukee 14, Wisconsin, Rm. F-8. 
facilities grow to meet changing needs. With the 


Maxicon, it is possible to cover the complete range of 
diagnostic x-ray apparatus from the horizontal x-ray 


table to the 200-ma, two-tube, motor-driven combina- G E N E R A L 36) E LE C T R | C 


tion unit. 


Get full details about the remarkable flexibility of 
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For added patient benefits 
per NURSE-HOURS EXPENDED 


A 


DERMASSAGE 


>>>>now with HEXACHLOROPHENE 


To help prevent bed sores 
To aid in massage for every purpose 
To promote the patient’s comfort 


Dermassage confers certain special benefits not inherent in the 
massage or in all massage adjuncts, for instance: 
SKIN LUBRICATION, provided by lanolin and olive oil in a 
soothing emollient cream, which reduces the occurrence of skin 


eee cracks and irritation resulting from dryness. 
CLIP HERE and attach = =§=REFRESHING COOLNESS, produced by true Chinese men- 
wr LE ETTERHEAD i thol crystals in liberal proportion. Rapid evaporation and loss 
pot i of skin moisture are avoided. 


BACTERIA REDUCTION with hexachlorophene, effective 
germicidal agent of low toxicity. Minimizes risk of initial in- 
fection; an added protection where skin breaks occur in spite 
of precautions. 

tlessly clean ond 
ome spotlessly DEODORANT VALUE, supplied by hexachlorophene. 


O- minute 


DISONITE 
ICAL CLEANSER 


| SURG 


Instruments c 


2 

fter a 10-to 

aoe Edisonite’s probing A safeguard against skin discomfort or damage 
n ' 


Harmless while patient is confined to bed or wheel 
chair. Used and approved in thousands of 
| hospitals, coast-to-coast, and on the 
ICAL COMPANY ' recommendation of doctors, nurses 
Chicago and hospitals to patients 
returning home. 


immersion i 


“chemical fingers” solution. 
etal, glass and rubber. 


to hands os to ™ 


EDISON CHEM 
30 W. St., 


EDISON’S GRATEFUL for | 


DERMESSAGE 
massa 
: BS 


re EDISON CHEMICAL CO. 
An Established Aid 30 W. Washington, Chicago 2 


to Patient Care Please send me, WITHOUT OBLIGATION, 
your Professional Sample of Dermassage. 


Address.... 
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us “bad old: summertime.” 
For the! managéytent « of this syndrome, “many physicians rely on 


Because of and d to ratio, 


For the very next case of sundae diarrhea you encounter, prescribe Dryco. 
Dryco is frequently used for supplemental feeding. Each tablespoonful will 
supply 31% calories. Dryco is readily reconstituted in cold or warm water. 
Available at pharmacies in 1 and 2% lb. cans. 


Professional literature and samples are available. 


Dryco’ 


The Prescription Products Division, The Borden Company, 350 Madison Avenue, New York 17 
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EMF 


believed APF: 
may also 


Evidence has been accumulated to suggest that 
vitamin B,y—now generally acknowledged to be 
the pure erythrocyte-maturing factor (EMF) or 
anti-pernicious-anemia (4P4) factor—may well 
be identical with animal protein factor (APF). 
APF has been found to be essential for normal 
growth, and probably for the maintenance of life, 
in many animal species including chickens, pigs, 
rats, and mice. 

Now there is evidence to suggest that vitamin 
Bye is, or contains, an important human growth 
factor, or “HGF”. 

Wetzel and his associates! found that under- 


nourished children grew much more rapidly on a 


good diet if vitamin Bj. was also administered. 
Chow? found that in a group of chronically ill 
children, the experimental group (children who 
received vitamin Bj in addition to a good diet) 
exhibited a mean gain in body weight practically 


Growth response in chronically il children, (After Chow?) 


twice that of the control group (children who 
received a good diet— without supplementary 
vitamin Bj). This observation was made after 
three months’ therapy with vitamin Bjp. 

Chow? also reported on 18 healthy children in 
a foundling home. Nine of these children were 
each given a daily supplement of 25 micrograms 
of vitamin Bj; the other nine received placebos. 
It was found that the “mean gain in body weight 
of the children in the Bj, group was consistently 
greater than that of the controls from the 4th 
week onward...” 

Repiso« Tablets provide a convenient oral dos- 
age form of vitamin Bj. Each tablet contains 25 
micrograms of crystalline vitamin RepIsoL 
Tablets are small—easy to swallow. They may be 
dissolved in aqueous fluids, or added to semisolid 
foods, just before taking. (Solutions of vitamin 
Biz lose potency if vitamin C is present.) 


Growth response in clinically healthy children. ( After Chow?) 


| 


SUPPLEMENTS 
CHILDREN) 


NTROLS 
T 
| 


MEAN INCREASE IN SODY WEIGHT (OUNCES) 


MEAN INCREASE IN BODY WEIGHT (OUNCES) 


PPLE PHILDREN 


CHILDREN 


8 10 12 14 16 18 20 22 24 


GP ®©@ Volume IV, Number 2 


| | | 
30 
VA 
(Time in Months) 1 2 3 (Time in Weeks) 2 
| 


Recent nutritional studies on children indicate that vitamin By: may play an important role in the promotion of growth. 


Recommended Dose 
to stimulate appetite and increase voluntary food 
intake in infants and children: 1 tablet daily. 

for pernicious anemia (maintenance therapy 
only): 1 to 6 tablets daily. 

for nutritional macrocytic anemia and macro- 
cytic anemia of pregnancy: 2 to 4 tablets daily 
for one week. 

for sprue: 2 to 10 tablets daily for one week 
or longer, depending on response. 


Packaging 

Reptsou Tablets are supplied in vials of 36. 

l. Wetzel, N. C.; Fargo, W. C.; Smith, I. H., and Helik- 
son, J.: Growth Failure in School Children as Associ- 
ated with Vitamin Bj. Deficiency—Response to Oral 
Therapy, Science 110:651 (Dec. 16) 1949. 

. Chow, B.F.: Sequelae to the Administration of Vitamin 
By in Humans, J. Nutrition 43:323, Feb. 1951. 


Sharp & Dohme - _ Philadelphia 1, Pa. 


REDISOL 
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A MORE 
ADEQUATE 

APPROACH TO 

MENOPAUSAL THERAPY 


ch cont 


TRANSIBARB Capsules provide three- 
fold, symptomatic relief in the manage- 
ment of the menopausal patient . . . adequate 
sedation . . . cerebral stimulation , , , control of vaso- 
motor instability. 


TRANSIBARB takes full advantage of the increasing use of a central 
nervous system stimulant combined with effective proportions of seda- 
tive medication. In addition, vitamin E is employed in the formula for 
its demonstrated efficacy in menopausal therapy. 


In geriatrics, too, TRANSIBARB tends to minimize nervous appre- 
hension in debilitated and mentally depressed patients. 


Each TRANSIBARB Capsule contains phenobarbital, (Warning: 
May be habit forming), 14 gr., d-desoxyephedrine HC1., 2.5 mg., 
and vitamin E (dl-alpha tocopheryl acetate), 5 mg. 


DOSAGE: One capsule, an hour after breakfast; one capsule, 
an hour after lunch. In exceptional cases, a third capsule may 
be given, if required, an hour after the evening meal. 


T RAN § BA R B Literature and 


samples to 
TRADEMARK 


physicians 
Sedative—Sympathomimetic on request. 
SUPPLIED: Bottles of 500 and 1000 capsules, ~~ 
at all drug stores. 


George A. Breon« Company 


Pharmaceutical Chemists NEW YORK 18, N. Y. 
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Quick ond from 
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RESEARCH LABORAT@) 


an Example of Synergism 


Arthrolgen eases pein by (a) metha- 
choline methyl! 


Salicyiote (<) thymol, 
menthol rubefaction. 


Penetration for Prompt Actior 


woshabic base 
the Therapeutic prin 
cites quickty-f6 he affected orea 
prompt retiet ection. 

Arthratger, Offers the obvsician a 
acdiunctive topical onc! gesic 


ina WHI Variety of condi- 


ets the musdle joint and mery = pain 
wrtivitis, Gs We as tproins, 
synovitis, Gursitis, neuritic and 


ARPHRALGESIC UNGUENT 


Avoilable in }-oz. 
toliapsible tubes 
ond jars, 


= 


TRADEMARK 


Marshall! reports the use of KuTaPRessin* 


. for the adequate treatment of 
hundreds of cases of acne vulgaris.” 
In his experience, cases of acne rosacea 
and pruritus ani have also “. . . re- 
sponded nicely’’ to its use. 


These findings are being duplicated 
daily in medical practice by physicians 
who are increasingly enthusiastic about 
the results obtained with this unique 
new therapeutic agent. 


KUTAPRESSIN reduces papules, 
pustules, and comedones . . . modifies 
unsightly scarred areas. 


KUTAPRESSIN 
lieves the intolerable itching. 


1. Marshall, W.: M. Times 79: 222, 1951. 


pruritus 
ani 


SUPPLIED: 10-cc. multiple-dose vials, 
through leading pharmacies, surgical 
supply dealers, and on direct order. 


Order a supply of xutapressin now, for 
trial in your resistant cases. 
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*Trademark of Kremers-Urban Co. a vee 


The war for Texan Inde- 
pendence produced this 
stirring cry that still rallies 
citizens of the Lone Star 
State. 

On February 23, 1836, 
4000 Mexicans under 
command of Santa Anna 
laid siege to the Alamo 
and its 180-man garrison. 
After a furious thirteen-day battle, 
the Texans were slaughtered in a final hand-to-hand struggle. 
Santa Anna’s victory was short-lived, however, for a band of 
Texans, shouting their new war cry, and led by Sam Houston, 
defeated and captured him at San Jacinto on April 21, 1836. 

It was just ten years after this that the first Bicarbonate of 
Soda was produced in the Western Hemisphere by our founders 
Dr. Austin Church and John Dwight. 

For more than a century, physicians have used and pre- 
scribed our sodium bicarbonate for many internal and external 
maladies. It is U.S.P. Bicarbonate of Soda and available in 
nearly every household. When used as a dentifrice and gargle, 
sodium bicarbonate reduces L. acidophilus count, brightens 
teeth safely and freshens the mouth. 


CHILDREN’S STORYBOOKS 


We have a series of approved 
illustrated storybooks for children. 
If you would like a free supply for 
your waiting room, just write to 
us at the address below. 


CHURCH & DWIGHT CO., INC. 


10 Cedar Street . New York 5, N. Y. 
BUSINESS ESTABLISHED IN 1846 
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CONSTIPATED PATIENT. 


2 


Phospho-Soda (Fleet) has 
been authoritatively 
recognized for its dependable 
efficacy and desirable qualities 
in the treatment of intestinal 
stasis. In average doses, it 
a soft and formed, rather 
_ than a watery, evacuation; and 
_ its gentle action is quite free from 


Phospho-Soda (Fleet) is o solution containing in each 100 ce sodium 
Gm. and sodium phosphote 18 Gm. Both ‘ 


C. B. FLEET COMPANY, INC., tyncHBURG, 


A Laxative for Judicious Therapy 
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The First Complete Amino Acids 
Product For Oral Use 


(SOLUBLE BEAD FORM) 


The Stuart Amino Acids contains all the amino 
acids (and only amino acids) in correct ratio to 
COMPLETELY AND maintain nitrogen balance and can be used as 
a supplement or the sole source of amino acids. 


READILY SOLUBLE 


Complete solubility allows massive dosage. As 
BLAND, SLIGHTLY BOUILLON of ts Acide 


TASTE MEANS HIGH is soluble in 1 ounce of water or other liquids. 
PATIENT ACCEPTANCE 6 ounce bottle available at all pharmacies. 


For a demonstration of bland taste and complete solubility, write the 
Stuart Company, 234 East Colorado Street, Pasadena, California 


a 
theg / [ [ 
Amino Acids 
rota HYDROLYSATE: J | 
4 
= 
CAN BE TAKEN IN |= / LARGE OR SMALL AMOUNTS OF LIQUIDS, 
| HOT OR COLD WATER, SOUPS | | 
: TOMATO OR ~~) VEGETABLE JUICES, CARBONATED BEVERAGES | 
MACEU 
3 
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THE REPUTATION 
OF THE 
PHARMACEUTICAL 
COMPANY 


THE 
POTENCIES 


THE COST TO 
PATIENT 


3 IMPORTANT 

FACTORS IN 

THERAPEUTIC 
VITAMIN PRODUCTS 


THE STUART 
THERAPEUTIC 
B COMPLEX, C 


Also other members of the B complex as present 
in liver fraction 2, including identified and 


. unidentified B factors. 


THE STUART 
THERAPEUTIC 
MULTIVITAMIN 


D activated ergosterol 1,000 u.s.P. units 
C ascorbic acid 


Vitamins 
ADCB, B 


Niacin Amide 


® 
Py 
AGo, 


COMPARE POTENCY AND COST TO PATIENTS WITH OTHER SIMILAR PRODUCTS 


Available at all pharmacies. All Stuart products are subjected to 
the most rigid modern controls and assays and are sold through ethical methods only. 


Bi thiamin chloride....... 20 mg. 

B2 riboflavin........... 10mg 

Niacin Amide .......... 150mg. 
Calcium Pantothenate..... 10mg. “Stuart 
C B, B, Be : 

mi 

A palmitate ..... . 25,000 u.s.p. units 

thiamin chloride ...... 20mg. CALIES 


4 reasons why you 


should prescribe oral penicillin 


Just as effective as 
penicillin by needle 


“.. . it has been repeatedly “ . . sensitization is least 
demonstrated that the oral common following oral ad- 
route is as effective as the ministration.” 

parenteral route when ade- Keefer, Chester S.: Ann. Int. 
quate doses of penicillin are Med. 33:582 

used.”’ 

Keefer, Chester S.: Am. J. Med. 


- 


x Easier for the physician Easier on the patient 


The physician is spared the The patient is spared the 
time and trouble of returning upsetting unpleasantness of 
repeatedly to administer in- the needle. 

jections. 


| 
} 
| 
| 
} 
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Eskacillin 100 


100,000 units of penicillin per 5 cc. (1 teaspoonful) 


Eskacillin 50 


50,000 units of penicillin per 5 cc. (1 teaspoonful) 


the unusually palatable liquid penicillins for oral use 


Available in 2 fl. oz. bottles ‘Eskacillin’ T.M. Reg. U.S. Pat. Off. 


Smith, Kline & French Laboratories, Philadelphia 
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amost 
significant 
advance 


MEXAN 


ethyl acetate 
new. safer. oral anticoagulant 


Throughout the exhaustive studies on TROMEXAN, involving many hundreds of cases, 
this new anticoagulant has proved singularly free from the dangers of hemorrhagic 


complication. Other advantageous clinical features of TROMEXAN are: 


1 more rapid therapeutic response 


(therapeutic prothrombin level in 18-24 hours) ; 


z smooth, even maintenance of prothrombin level 


within therapeutic limits; 


5) more rapid return to normal 


(24-48 hours) after cessation of administration. 


In medical and surgical practice . . . as a prophylactic as well as a therapeutic agent. . . 
TROMEXAN extends the scope of anticoagulant treatment by reducing its hazards, 


Detailed Brochure Sent on Request. 


TROMEXAN (brand of ethyl biscoumacetate) : available as uncoated scored tablets, 
300 mg., bottles of 50 and 250. 


\ 
GEIGY PHARMACEUTICALS »* Division of Geigy Company, Inc. 
4 | g 220 Church St., New York 13, N.Y. 
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Urecholine® prevents or relieves the dis- 
tressing symptoms of postoperative ab- 
dominal distention or gastric retention 
in a large percentage of patients. Repro- 
ducing the effects of parasympathetic 
stimulation, Urecholine increases gastric 
tone and peristalsis and induces micturi- 
tion and defecation. 


Urecholine also has proved extremely 
useful in the prevention and/or relief of 


URECHOLINE CHLORIDE 


(Brand of Bethanechol Chloride) 
(Urethane of 8 -Methylcholine Chloride Merck) 


postoperative urinary retention and in 
the treatment of chronic or functional 
retention. Complete symptomatic relief 
has been produced in selected cases of 
megacolon. 


Literature concerning Urecholine Chloride 
available on request. 
* * * 
SUPPLIED as 5 mg. tablets in bottles of 100 for 


oral use, and in cartons of six | cc. ampuls, 5 mg. 
per cc., for subcutaneous injection. 


COUNCII. S ACCEPTED 
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MERCK & CO., Inc. 
Manufacturing Chemists 
RAHWAY, 


NEW JERSEY 


In Canada: MERCK & CO. Limited— Montreal 
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ARGENTINA 


John Wyeth Laboratorios S. A. 


Paseo Colon 1102 
Buenos Aires, Argentina 


AUSTRALIA 
The Sigma Company Ltd. 
562-566 Little Bourke Street 
Melbourne, C.1, Australia 


BELGIUM 
BELGIAN CONGO 
HOLLAND 
LUXEMBOURG 


Messrs. Etablissements A. Couvreur 


78-80 Rue Gallait 
Brussels, Belgium 


BOLIVIA 


5. A.C. 1. (Sues. de F. Bedoya) 


Casilla 346 
La Paz, Bolivia 


BRAZIL 


Industrias Farmacéuticas Fontoura-Wyeth S. 


Rua Caetano Pinto 129 
Sao Paulo, Brazil 


CANADA 
The Armour Laboratories 
tian Agencies, Reg‘d. 
429 St. Jean Baptiste St. 
Montreal, Quebec 


CHILE 
Sr. Roger Couly L. 
Casilla 1459 
Santiago, Chile 


COLOMBIA 
Laboratorios Roman, S. A. 
Apartado Aéreo 150 
Cartagena, Colombia 


*The Armour Laboratories Brand of Adrenocorticotropic Hormone (A.C.T.H.) 


COSTA RICA 


Lic. Agustin Membrefio Palma 
Apartado 1749 
San José, Costa Rica 


CUBA 


Drogueria Alvarez Fuentes 
Avellaneda No, 225 
Camagiiey, Cuba 


ogueria Cooperativa de Cuba 


Apartado No. 222 


Neptuno 51 

Havana, Cubé 
Drogueria de 

Apartado 750 

Havana, Cuba 
Drogueria Mestre y 
Apartado 65 

Santiago de Cuba, CuBg 


Other Pharmaceuticals of The Armour Laboratories | 
Havgna, Cuba 
Drogveria La Cosmopolita 
Apartatlo 55 
: Cienfuegas, Cuba 
Drogueria Danhauser 
nosa 
‘ 


CUBA (continued) 
Drogueria Sarré 
Apartado 50 
Havana, Cuba 
Drogueria Taquechel 
P.O. Box 103 
Havana, Cuba 
Drogueria Berenguer 
Apartado 458 
Santiago de Cuba, Cuba 
Drogueria Amiguet 
San Lazaro 902 
Havana, Cuba 


DENMARK 

SWEDEN 
Messrs. Hannerup Hansen Wiik & Co. A/S. 
Dampfaergevej 23 
Copenhagen, Denmark 


DOMINICAN REPUBLIC 
Jaime Méndez Sucs., C. por A. 
Apartado 27 
Ciudad Trujillo, Dominican Republic 


EAST AFRICA 
Messrs. Dalgetty & Company Ltd. 
Nairobi, East Africa 


ECUADOR 
Sociedad Comercial Anglo-Ecuatoriana, Ltda. 
Casilla 410 
Guayaquil, Ecuador 


EGYPT 
Messrs. Imperial Chemical Industries (Egypt) S.A. 
P.O. Bag 
Cairo, Egypt 


EIRE 
Messrs. May, Roberts (Ireland) Ltd. 
Grand Canal Quay 
Dublin C. 6, Ireland 


EL SALVADOR 
Félix Cristiani & Cia 
Farmacia Santa Lucia 
San Salvador, El Salvador 


ENGLAND 
The Armour Laboratories 
Lindsey Street—Smithfield 
London, E. C. 1, England 


FINLAND 
Messrs. Havulinna Oy. 
P.O. Box 468 
Helsinki, Finland 


FRANCE 
Messrs. Reyns & Maurel 
15 rue du Louvre 
Paris, France 


GERMANY 
Messrs. Tietgens & Robertson 
Messberghof 
Hamburg 1, Germany 


GREECE 
Messrs. Danon & Danon 
12 Kolocontroni Street 
Athens, Greece 


PHYSIOLOGIC 


GUATEMALA 
Julio R. Matheu 
Apartado 108 
Guatemala City, Guatemala 


HAITI 
Joseph Nadal & Cia. 
Port-au-Prince, Haiti 


HONDURAS 
Honduras Radio & Machine Co. 
(Luis F. Lazarus Co.) 
Tegucigalpa, Honduras 


HONG KONG 
Imperial Chemical Industries (China) Ltd. 
P.O. Box 107 
Hong Kong 


INDIA 
Messrs. Jubilee Pharmaceuticals Agency Ltd. 
14 Pollock Street 
Calcutta 1, India 


IRAN 
Etablissements Docteur Tebbi 
Siege Central 
Nasser Khosrow 
Saraye Rowchan 
Teheran, Iran 


IRAQ 
Messrs. Ellis Ezra Sion & Co. 
57-233 Ghazali Street 
Baghdad, Iraq 


ISRAEL 
Messrs. D. Liebermann & Co. 
“Pharmed” 
13 Petah-Tiqva Road 
Tel Aviv, Israel 


ITALY 
Messrs. Farmaceutica Internazionale s.r.I. 
Palazzo Nuovo Borsa 3 
Piano No. 60 
Genova, Italy 


JAPAN 


Industries Export Corporation 
Tokyo, Japan 


MALAYA 
Messrs. Imperial Chemical Industries 
(Malaya) Ltd. 
Singapore 


MALTA 
Messrs. Fabri & Tonna 
43 Lascaris Wharf 
Valletta, Malta 


MEXICO 
Serral S. A. 
Fray Servando Teresa de Mier No. 120 
México, D. F., México 


NETHERLAND WEST INDIES 
Aruba Mercantile Company 
P.O. Box 106 
Oranjestad, Aruba 
Netherland West Indies 


NEW ZEALAND 


Messrs. Oral Supplies Ltd. 
Auckland, New Zealand 


CHICAGO 


THERAPEUTICS 


NICARAGUA 
Constantino Pereira & Cia., Ltda. 
Managua, Nicaragua 


NORWAY 
Messrs. Tecknisk-Kjemisk A/S WA-MO 
Kong Oscarsgt 23 
Bergen, Norway 


PANAMA 
José Cabassa 
Apartado 148 
Panamé, R. P. 


PARAGUAY 
Vicente Scavone & Cia. 
C. Correo 427 
Asuncion, Paraguay 


PERU 
Duncan, Fox & Co., Ltd. 
Apartado 2717 
Lima, Peru 


PHILIPPINE ISLANDS 
Mr. Miguel L. Lorza 
P.O. Box 943 
Manila, Philippine Republic 


PORTUGAL 
Messrs. Alves & Ca. (Irmaos) 
Rua dos Correeiros 41-2nd 
Lisbon, Portugal > 


PUERTO RICO 
Luis Garraton, Inc. 
P.O. Box 2984 
San Juan, Puerto Rico 


SIAM 
Messrs. Wat Sam-Chin Dispensary 
93-95 Rama IV Road 
Bangkok, Siam 


SOUTH AFRICA 
Messrs. Petersen Ltd. 
3/22 Barrack Street 
Cape Town, South Africa 


SPAIN 
Messrs. Productos de Carne 
Apartado 548 
Barcelona, Spain 


SWITZERLAND 
Messrs. Helvepharm, G.m.b.H. 
Missionsstr 15 
Basel, Switzerland 


SYRIA 
Messrs. Bercoff & Fils 
Rue Al-Moutran 
B.P. 119 
Beyrouth, Lebanon, Syria 


URUGUAY 
Vicente F. Costa 
Juncal 1488 
Montevideo, Uruguay 


VENEZUELA 
Higia, C. A. 
Apartado 768 
Caracas, Venezuela 


THE ARMOUR LABORATORIES 
11, LLLINOTS, 
THROUGH BIORESEARCH 


U.S.A. 


: 
‘ CHICAGO 11, ILLINOIS e NEW YORK 11, NEW YORK « DALLAS 4, TEXAS « SAN FRANCISCO 18, CALIFORNIA a 


The quality X-ray unit in the low-priced field. Built to the 
same high Picker standards, by the same craftsmen, in the 
same factory as all the other units you see here. A simple, 
honest utility X-ray machine for the modest budget; it is 
easy to operate, dependable in performance. With it you 
can do both fluoroscopy and radiography; the patient 
either vertical or horizontal. 


oll you exP 
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The heavy-duty X-ray table for radiographic and fluoro- 
scopic service in the hospital or radiologist’s office. Two 
shockproof X-ray tubes (either stationary or rotating 
anode). Smooth positive motor drive. Equipped (option- 
ally) with the Picker automatic motor-driven Spotfilmer 
... With choice of the whole film area or vertical or hori- 
zontal half split-films or four spots on a 6'2” by 8'4” film. 


ect _, and 


** Constellation” 


You'll find more Picker “Century” 100 MA units actively 
in use than any other similar apparatus...a record won 
on sheer merit. Component design permits assembly of a 
machine tailored exactly to your needs — 100 MA or 200 
MA capacity-—with a single X-ray tube or with two tubes, 
stationary or rotating anode—the table tilted manually or 
by motor drive—for fluoroscopy or radiography or both. 


Introduced a scant two years ago, the Picker “Constella- 


tion” took the X-ray world by storm; its reputation has 


since grown to towering proportions. Never before has 
there been an X-ray table with which a radiologist could 


do so many things so easily and efficiently. Under absolute 
instant-reversing control he can, for example, back-angle 
it to full 45° Trendelenburg tilt during myelography. 


PICKER X-RAY CORPORATION + 300 FOURTH AVE., NEW YORK 10, N. Y. 
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PHYSICALLY...NUTRITIONALLY...EMOTIONALLY 


In the long history of the human race, no perfect substitute has been found for mothers’ milk, Given a normal, 
healthy, well-nourished mother, human milk provides for the human infant. 

@ Precisely the right amount and character of protein 

@ Precisely the right amount and character of fat 

@ Precisely the right amount and character of carbohydrate 


Proper postpartum breast care prolongs the period of lactation and extends breast feeding 
through the critical first months of a newborn infant's life. Sore, tender nipples, nipple fissures, 
or flat or partially inverted nipples interfere with the establishment and maintenance of a 
successful breast feeding regimen. 


pho ya Plastishields encourage breast feeding because 


office dispensing 
or hospital use @ PLASTISHIELDS protect lactating nipples from irritation and injury due to 


from leading contact with clothing, thus aiding in avoidance of sore nipples. 
surgical supply 


dealers. @ PLASTISHIELDS minimize handling of nipples by both nurse and mother and 
reduce danger from exogenous infection. 


@ PLASTISHIELDS keep nipples soft, moist and pliable, thus further aiding in the 
avoidance of sore, fissured, bleeding nipples. 


@ PLASTISHIELDS prevent the accumulation of dry, crusty exudate on the nipple 
surface. 


@ PLASTISHIELDS create a slight suction to help draw flat or partially inverted 
nipples to an everted position. 


eeecceoee PL ASTISHIELDS have greatest value when adopted as a routine hospital technic. They 
should be applied in the delivery room under aseptic technic directly after parturition and 
continued in use thereafter throughout the entire nursing period. Use of PLASTISHIELDS 
successfully bridges the gap between rigid hospital supervision and practical, inexpensive 
home breast hygiene. 


Plastishield, ine. 


89 South Tenth Street « Minneapolis 3, Minnesota 
SAMPLE PAIR SENT ON REQUEST TO PHYSICIANS 


Pat. No. 2495307 
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ou may prescribe “RAMSES” Vaginal Jelly” 
with full confidence in its safety and 
effectiveness. No vaginal jelly available pro- 
vides a greater degree of spermicidal or barrier 
action than does “RAMSES"” Vaginal Jelly. 


SPERM INTHE acinar 

STE. 

RECOGNIZED 

FOR CHEMICAL 

CONTRACEPTIVES 


— 
ll 


Whitty 


4 


e 

6 This immobilization time is measured by the 
Brown and Gamble technique, the only method accepted 
by the Advisory Committee on. Contraceptives of the 
Council on Pharmacy and Chemistry. of the American 
Medical Association for determining the sperm immabili- 
zation time of chemical contraceptives. 


gynecological division 

Dbmid. Spe: ( 

423 West 55th Street, New York 19, N. Y. : 


quality first since 1883 


TThe word "RAMSES” is a registered trademark of Julius Schmid, Inc. 
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lactation CAPSULES 


PATIENT-ACCEPTANCE assured because the color- 
ful two-tone, easy-to-swallow capsules, plus 
the dry powder “fill”, make PRECALCIN con- 
tinuously agreeable to all patients. There is no 
fish-oil aftertaste. 


DOSAGE: 1 PRECALCIN Capsule three times 
daily, or more as prescribed. 


AVAILABLE: Bottles of 100, 500, and 1,000 
capsules. 


Each capsule contains: 


Dicalcium Phosphate (Anhydrous).......... 0.45 Gm. 
Bone Phosphate*......... 

Vitamin A (Ester).......... »2,000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol)..... 400 U.S.P. Units 
Thiamine Hydrochloride 

Riboflavin 


Yalher VITAMIN PRODUCTS, INC. Mount Vernon, N. Y. 
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When the contents of the 20 cc vial of diluent are mixed 
with the vial of Beviplex each cc will contain: 

Thiamine HCI 

Niacinamide 

Riboflavin 

Pyridoxine 

Sodium Pantothenate 

Ascorbic Acid 
USES AND INDICATIONS: Nausea, vomiting of pregnancy, 
atonic constipation, avitaminosis B-Complex, for tonus of 
nervous system; anorexia, lowered endurance, gastro-in- 
testinal disturbances. (e.g. severe diarrhea); muscular weak- 
ness, pain and parasthenia in arms and legs, edema, low 
blood pressure, augmented metabolism (in febrile condi- 
tion, hyperthyroidism, of vigorous muscular activity) poly- 
neuritis — muscle cramps and atrophy; — Cardiovascular 
dysfunction; and beri-beri (lameness, ataxia, disturbances 
of motor and sensory nerves, labored breathing); derma- 
titis. 


DRY STABILITY 


When the contents of the 30 cc vial of diluent are mixed 
with the vial of Methioplex, each of 2 cc contains: 

Methionine 

Thiomine HCI .................... 

Niacinamide ......................100 mgs. 

Riboflavin 

Choline 

Pyridoxire HCi ............... 

Pantothenic Acid 
USES AND INDICATIONS: Liver damage of nutritional defi- 
ciencies, Cirrhosis due to toxemia and eclampsia of preg- 
nancy. Routine administration of Methioplex provides pro- 
phylaxis. Liver damage in arsenic therapy, Prophylactic 


doses of Methioplex will prove of exceptional value in pre- — - 


venting the jaundice so evident in the use of arsenicals f 
luetics. TNT poisoning, chloroform poisoning, haloger 
hydrocarbon poisoning in general, recovery from the 


B 

Inlection, 

ME I HIOPLEX 

j = 
age of anasimercs, severe bums, of 
vaccine injury and upset, chronic fatigue. — oe 


SUPER 


When the contents of the 10 ce ampul of Thiamine are 
mixed with the contents of the 30 cc vial of the other B- 
factors present, each cc will contain: 

Thiamine HCI 

Niacinamide 

Riboflavin... 


P Acid 2 mgs. 
USES AND INDICATIONS: Nausea, vomiting of pregnancy, 
nervous diseases, atonic constipation, avitaminosis B-Com- 
plex, for depressed emotions and tonus of nervous system. 
Also anorexia, lowered endurance, gastro-intestinal dis- 
turbances and other disturbances due to the lack of B-Com- 
plex. (See description under “Beviplex with C”) 


FULL LABELED POTENCY 


LIVERPLEX with B-12 


Each 2 cc contains: 

Thiamine HCI 

Niacinamide 

Riboflavin Vitamin B-12 

9 liver 

Each companion vial of diluent contains: 

Water for injection q.s. Benzyl alcohol 1% 
USES AND INDICATIONS: Pernicious anemia and macrocy- 
tic anemia as in sprue. Also in pathological conditions of 
the gastro-intestinal tract, the anemia of syphilis, general 
debility, nausea, vomiting of pregnancy, atonic constipa- 
tion, avitaminosis B-Complex, for tonus of nervous system; 
anorexia, lowered endurance, gastro-intestinal disturb- 
ances (e.g. severe diarrhea); muscular weakness, pain and 
parasthenia in arms and legs, edema, low blood pressure, 
augmented metabolism (in febrile conditions, hyperthyroid- 
ism or vigorous muscular activity); polyneuritis—muscle 
cramps and atrophy; cardiovascular dysfunction; and beri- 
beri (lameness, ataxia, disturbances of motor and sensory 
nerves), dermatitis. 


L1 Cc OLN PIONEERS OF HORMONE SUSPENSION 


LABORATORY PARK * BOX 1139 © DECATUR, ILLINOIS 


(4 kd 
x : 
: 
sterne 
va, PLEXIR | 6.0. 
NP 300 mg. f Opcatur, 
40 ms. b 
Distributed 
‘ON 
: Decerur, 
WA 
— 
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selective control 


of Gastrointestinal Spasm 


Mesopin° 


( brand of homatropine methyl bromide) 


When pain, heartburn, belching, nausea, 
or unstable colon are due to 
gastrointestinal spasm, Mesopin provides 
an effective means for prompt relief. 

Its selective antispasmodic action controls 
spasticity with virtual freedom from the 
undesirable side effects of atropine or belladonna. 
Thus, Mesopin is relatively safe for the relief of 
gastrointestinal spasticity, such as pylorospasm, 
cardiospasm, spastic colon, and biliary spasm. 


Mesopin—2.5 mg. per teaspoonful of 
elixir or per tablet. Mesopin-PB*— 
2.5 mg. Mesopin and 15 mg. 
(1/4 gr.) phenobarbital per 

teaspoonful of elixir 
or per tablet. 


5 


Endo’ 


*PB abbreviated designation 


for phenobarbital. 


Samples and literature on request 


Endo Products, Inc., Richmond Hill 18, N. Y. 


GP © Volume IV, Numbe: 2 


: 
‘ 
. 
~* 
at 
» 
J 
ate 
4 
172 
4 


In vitro and in vivo studies clearly demon- 
strate that in combating a wide range of or- 
ganisms, penicillin, the antibiotic of greatest 
use, and the sulfas “join hands”. To widen 
both antibacterial spectrum and effectiveness, 


Each tablet contains: 


Penicillin G Potassium, 


Crystalline 100,000 units 
Sulfamerazine 0:25 Gm 
Calcium Carbonate .................... 4 grs. 
Available in bottles of 50 tablets. 

* Trademark 


Upjohn wish care... Designed ter health 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


‘ 
4 if; 
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Hypercholesterolemia is often 

found in liver disease, diabetes, 
liver disorders atherosclerosis and its associated 
coronary occlusion, hypertension, 


diabetes obesity and nephrosis.7 


- Accumulating evidence shows that 
atherosclerosis lipotropic therapy, as available in 


Methischol, will help to normalize 


coronary occlusion cholesterol and fat metabolism. By 


reducing elevated blood cholesterol 


hypertension levels in most patients, lipotropic 
therapy may “prevent or mitigate” 


cholesterol deposition in the 
|. obesity | intima of blood vessels. In liver 
disorders, lipotropic factors 
nephrosis reduce excess fatty deposits and 


encourage regeneration of new 
liver cells. 


newly improved lipotropic formula 


suggested daily therapeutic dose of 9 capsules or 
now 3 tablespoonfuls provides: 


contains Choline Dihydrogen Citrate 2.5 Gm.* 
di-Methionine 1.0 Gm. 
added Inositol 0.75 Gm. 


lipotropic Vitamin B12 9 mcg. 
Liver Concentrate and Desiccated Liver 0.78 Gm.** 
vitamin B,, 


*present in Methischol Syrup as 1.15 Gm. choline chloride 
**present in Methischol Syrup as 1.2 Gm. Liver Concentrate 


Supplied in 
bottles of 
100, 250, 500 +Write for literature and samples 


d 1000 les, H 
u.s. vitamin corporation 
1 gallon syrup. Casimir Funk Laboratories, Inc. (affiliate) 

250 East 43rd St., New York 17, N. Y. 
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antidote 
or 


spasm 


Tension of body and mind whether of central or 
autonomic origin finds a safe, pleasant antidote in 
Barbidonna. This logical combination of the natu- 
ral belladonna alkaloids and phenobarbital affords 


the smooth spasmolysis . . . the balanced sedation Formula: ach tablet or fluidram (4 cc.) ot 


... so essential for rapid control of smooth muscle 


spasm in the gastro-intestinal, cardiovascular, re- Belladonna Alkaloids . 0.134me 


(approximately equivalent to ‘> gr. belladonna 
. spiratory or urogenital tracts and psycho-tension of leaves or 7 min. Tr. belladonna 
the central nervous system, Write today for further Tablets: in bottles of 100, 500 and 1000 


Elixir: in bottles of 1 pint and 1 gallon 


information and a protessional sample. 


BARBIDONNA 


VANPELT & BROWN, INC. Phormaceutical Chemists RICHMOND, VIRGINIA 


GP @ August, 1951 


WSS 
~ 
NN 
| | 
SN 
\ 
\ 
“oe 
“he 
( 
\ 
\ 
IN 
175 


... but only | out of 6 patients had no symp- 
toms! Five of the 34 patients in this study? 
were Classified as asymptomatic; 18 had such 
poorly defined symptoms that they would not 
normally seek medical aid...yet a stool exam- 


ination proved that all had amebic dysentery. 


In a new study,? Milibis — bismuth 
glycolylarsanilate — proved a most powerful 
amebacidal drug yet side effects were virtually 
unobserved. The success of Milibis is further 


demonstrated by parasitologic follow-up 


MILIBIS*® 
ARALEN® 


during which consistently negative stools were 
obtained. 

Since the possibility of extra-intestinal in- 
volvement in intestinal amebiasis is always 
present, it is recommended that Milibis ther- 
apy be combined with Aralen (chloroquine) 
diphosphate. This established antimalarial has 
been found to exert a remarkably effective 
specific action on extra-intestinal amebiasis. 


HOW SUPPLIED: 
Milibis, tablets of 0.5 Gm., bottles of 25; 
Aralen, tablets of 0.25 Gm., bottles of 100. 


amebacide... high in potency...low in side effects 


diphosphate ...for extra-intestinal amebiasis 


1450 BROADWAY, NEW YORK 18, N. Y. 


1. Towse, R. C., Berberian, D. A., and Dennis, E. W.: New York State Jour. Med., 50:2035, Sept., 1950. 


580M 2. Berberian, D. A., Dennis, E. W., and Pipkin, C. A.: Am. Jour, Trop. Med., 30:613, Sept., 1950. 
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rapid decongestion— 


no excitation 
no wakefulness 


Benzedrex Inhaler produces almost no central nervous stimulation. 


This volatile vasoconstrictor may therefore be used even by 
those patients in whom such ephedrine-like effects as insomnia, 


restlessness, or nervousness are frequently encountered. 


The vapor of Benzedrex Inhaler opens intranasal ducts and ostia 
which are often inaccessible to liquids. It effectively relieves the 


congestion of head colds, allergic rhinitis and sinusitis. 


Recommend Benzedrex Inhaler for use between treatments in your office. 


Smith, Kline & French Laboratories, Philadelphia 


Benzedrex Inhaler 


the best inhaler ever developed 


*‘Benzedrex’ T.M. Reg. U.S. Pat. Off. 
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ANTIHISTAMINE ACTION 


HISDRIN makes possible full 
antihistamine effect for prolonged 
periods, but reduces such complicating 
side actions as drowsiness or lethargy. 
Its desirable clinical behavior is due 
to a rationale combination of a de- 
pendable antihistamine agent and a 
sympathomimetic drug which exerts 
a stimulating action on the central 
nervous system. 


In patients who develop drowsiness 


FORMULA 


Each Hisdrin tablet contains: 
Semikon hydrochtoride 
(Methapyrilene hydrochloride) 50 mg. 
Semoxydrine hydrochloride 
(d-Desoxyephedrine 
hydrochloride) 2.5 mg. 
It is available on prescription 
through all pharmacies. 


upon taking an antihistamine agent, 
the mild cerebral stimulation afforded 
by Hisdrin aids in overcoming this 
tendency and allows full mental and 
physical activity. 


Hisdrin is indicated in the sympto- 
matic control of all allergic states in 
which antihistamines are of value: 
seasonal hay fever, allergic dermatitis, 
drug reactions, and many types of 
pruritus. 


THE S.E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK « SAN FRANCISCO + KANSAS CITY 
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Abbott 


Laboratories 


Beverages 


Armour Laboratories 


Bilhuber-Knoll Corp. 


Borden Company, The 


Church & Dwight Co. In 
Ciba 


Columbus Pharmacal Co. 


Edison Chemical Co... . 
Endo Products, Inc. 
Fleet, C. B. Co. 


Geigy Company, 


Inc. 
General Electric X-Ray C 
Grune & Stratton 


Hoffmann-La Roche, Inc 
Irwin, Neisler & Co. 
Co.. 


Knox Gelatine 


Hanovia Chemical & Mfg. 


Appleton-Century-Crofts, Inc. 
. 122-123, 164-165 
Ascher, B. F. & Co. Inc..... 
Ayerst, McKenna & Harrison, 


Pharmaceutical Products, 


Breon, George A. & Go........... 


Inc.. 
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Kremers-Urban Co. 


@ EACH TABLET CONTAINS 
Calcium Levulinat 


Vitamin B; (Thiamine) 


Prophylactic—1 tablet t.i.d. 


Vitamin D (Steenbock) 250 U.S.P. Units 
® DOSAGE 


Therapeutic—2-3 tablets t.i.d. 


WILCO LABORATORIES 


800 N. Clark St. 


Index to Advertisers 


. Opposite 144 


American Bottlers of Carbonated 
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@ INDICATIONS 


4gr. Tetany 
Arthritis 
10 mg. Skin Conditions 


Wi 


Muscular Fatigue 

Bone Fractures 
Parathyroid Deficiency 
Pregnancy and Lactation 


Riker Laboratories 138 
Sandoz Pharmaceuticals 114 
Schering Corp. 17 
Schmid, Julius, Inc. 168 
Searle, G. D. & Co.. l 
Sharp & Dohme. . 22, 154-155 
Smith, Kline & French 

Laboratories 8, 118, 149, 161, 177 
Sonotone Corp 112 
Squibb, E. R. & Sons 134-135 
Stuart Co., The opportte 160 
Upjohn Co, 173 
U.S. Vitamin Corp... 174 
Van Pelt & Brown, Inc. 175 
Walker Vitamin Products, Inc. 169 
Warner, Wm. R. & Co. Inc 16 
Warren-Teed Products Co. The 9 
Whittier Laboratories 110, 157 
Wilco Laboratories 179 
Winthrop-Stearns, Inc. 2,176 
Wyeth, Inc. 14, 116, 144, 180 
Year Book Publishers, Inc 106 


A Richer Source of Calcium 


CONTAINING THE NEW CALCIUM SALT— 
CALCIUM LEVULINATE—w/ VITAMINS 


% Richer in assimilable calcium (13.1%) 
% Chocolate flavored—No chalky taste 
* Non-irritating—No side effects 


Chicago 10, Ill. 


Send for 
sample ond 
literature 


Enclose 
professional 
card. 
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Low-dosage Sedation and High-dosage 
B-complex Benefits these Patients 


tired, nervous | anorexia 


Restoration of a Normal Emotional Picture is often facil- 
itated by administering BEPLETE as an adjunct to other 
appropriate measures—psychotherapy, diet, etc. 


BEPLETE supplies phenobarbital and substantial 
amounts of B vitamins including Vitamin B,,. Available 
as a highly palatable Elixir, and as tablets. 


BEPLETE 


VITAMINS B-COMPLEX WITH PHENOBARBITAL WYETH 


Wyeth t(NCORPORATED, PHILADELPHIA 2, PA. 


GP © Volume IV, Number 2 
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‘convalescent anxiety state 
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for keeping 
cardiacs 
edema-free 


Effective and well tolerated, Tablets MERCUHYDRIN with Ascor- 
bic Acid are unexcelled for diuretic maintenance therapy. 


Continuous administration of one or two Tablets MERCUHYDRIN 
with Ascorbic Acid daily—plus an occasional injection of 
MERCUHYDRIN Sodium—keep the average cardiac free of edema. 


Because “maximum absorption occurs relatively high in the gastro- 
intestinal tract (stomach and duodenum)”* Tablets MERCUHYDRIN 
with Ascorbic Acid are simple sugar-coated. Unlike poorly toler- 
ated oral mercurials—which require enteric coating —clinical 
experience has shown that these sugar-coated tablets produce 
dependable diuresis with minimal side effects. 


the simplest method of 
outpatient maintenance 


To secure the greatest efficacy and all the advantages of Tablets MERCU- 
HYDRIN with Ascorbic Acid, a three-week initial supply should be pre- 
scribed .. . 25 to 50 tablets. Available in bottles of 100 simple sugar- 
coated tablets each containing meralluride 60 mg. (equivalent to 19.5 
mg. of mercury) and ascorbic acid 100 mg. 

*Overman, W. J.; Gordon, W. H., and Burch, G. E.: Tracer Studies of the Urinary Excretion 


of Radioactive Mercury following Administration of a Mercurial Diuretic, Circulation J :496, 
1950. 
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Sound infant formulas 
are measured in 


"ET WT. 1444 o7. 


Adequate Carbohydrate 


EVAPORATED 
WHOLE MILK and DEXTRI-MAL 
FORMULA FOR INFANTS 


from whole milk and Dextri-Maltose” 
LACTUM, Mead’s evaporated Carbohydrates (lactose and ith added vitamin D. Homogenized. 


evaporated, canned and sterilized. 
whole mitk and Dextri-Maltose® Dextri-Maltose) supply 50% —— — 
formula, has these three dimen- of the calories—to provide [MEADS] 


sions—with a caloric distribution liberally for energy. permit Mzan Jounson & 
based on authoritative pediatric proper metabolism of fat, and ee Liz. rnp. vS* 
spare protein for essential 

wn tissue-building functions. 


The milk protein of Lactum, 
supplying 16°7 of its total Cow’s milk and Dextri-Maltose and Lactum has a 
calories, provides generously formulas with these approximate 
for growth and development. —__ proportions have a background 
Milk fat contributes 34% of of forty years of successful clini- 


time-saving convenience 


Lactum feedings are prepared simply 
by adding water. A 1:1 dilution 
the calories. cal use. provides 20 calories per fluid ounce. 


For Premature and 
Full Term Infants 

with Low Fat Tolerance 


DALACTUM, Mead’s evapo- ORMULA FOR INFANTS 
rated low fat milk and Dextri- 
Maltose formula, offers the [Mera D's] 


same convenience as Lactum. M E A D J H N S N & C 
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